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I 

INTRODUCTION 

Between 1942 and 1944, surveys were made of the hospitals throughout 
England and Wales by teams appointed by the Minister of Health and the 
Nuffield Provincial Hospitals Trust. In the published reports of these surveys 
reference was made in ail regions to the large number of chronic sick 
beds which had been occupied by patients for long periods. In many of 
the hospitals for chronic sick the accommodation was said to be poor and 
the arrangements inadequate, though it was recognised that this was a 
complex problem not easy of solution. In the annual report of the Chief 
Medical Officer for 1945 the need was stressed for the better treatment of 
the “ chronic sick ” so that as many patients as possible might be cured or 
so improved as to be able to live a normal life instead of spending years 
in a hospital bed. Medical Officers of the Ministry had enquired into what 
was being done in the treatment and rehabilitation of long-term patients, and 
the practice was found to vary in different hospitals. In some the attitude was 
that, owing to shortage of staff and other difficulties resulting from the war, 
nothing could be done and patients, while being kept clean and more or less 
comfortable, were given no treatment and might remain in hospital beds for 
years until they died from intercurrent disease. In others the medical staff 
took an entirely different view ; arrangements were made for full medical 
examination and proper classification and methods of physical rehabilitation 
and re-education of the patients had been introduced. 

An early result of the National Health Service was an increase in demand 
for beds for the elderly chronic sick, this being more apparent in London 
and the South than in the industrial North ; it was an acceleration of a trend 
already existing before 1948. The result in London and some other centres 
was that an unusual demand for accommodation for the chronic sick was 
already being felt in August and September of 1948, well before the usual 
seasonal increase. Consequently when matters became more urgent, in the 
autumn and winter, the beds were not always available. The demand for 
chronic sick beds has continued and, although the number available has 
increased and more active treatment has developed, the size of the waiting 
list has not altered appreciably during the last five years. 

A survey was commenced in 1954 of the services available to old people 
throughout England and Wales in order to obtain a more accurate assessment 
of the quantity and quality of the hospital and local authority services avail- 
able to the chronic sick and elderly than was given by the statistical informa- 
tion available to the Department and in order to reveal in what areas and in 
what respects it could be improved. The particular objects of the survey 
were — 

(1) to ascertain the nature, quality and adequacy of the in-patient and 

out-patient facilities for the chronic sick ; 

(2) to ascertain the composition of the population of chronic sick beds ; 
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(3) to assess the validity and value of hospital waiting lists for chronic 

sick ; 

(4) to discover the effectiveness of admission arrangements for chronic 

sick patients to hospitals ; 

(5) to ascertain the quality and adequacy of the local health and welfare 

services for the aged ; 

(6) to get information about the voluntary services available to old 

people ; 

(7) to assess the arrangements for liaison between the hospital and other 
statutory and voluntary services concerned with the care of old 
people. 



RELEVANT LEGISLATION 

In 1941 the Government invited Lord (then Sir William) Beveridge to conduct 
“ a survey of the existing national expenses of social insurance and allied 
services ”, His report issued in the following year proposed a comprehensive 
contributory insurance scheme of which retirement pensions for the old would 
form a part. This was the model for the subsequent legislation. The National 
Insurance Act 1946 set up the present national insurance scheme ; the 
National Assistance Act 1948 completed the break-up of the Poor Law 
and the National Health Service Act 1946 made a comprehensive health 
service available to all. 

Excluding that relating to retirement pensions, the following legislation 
is relevant to this survey : — 

National Health Service Act 1946. 

National Assistance Act 1948. 

Local Government Act 1948. 

Housing Acts 1936 and 1949. 

Public Health Act 1936. 

The National Health Service provides a complete range of medical and 
allied care for the aged as for others, in hospital or at home. The enabling 
legislation comprises a number of parts each regulating a certain type of 
service. Part II deals with hospital and specialist services, and Part III 
with services provided by Local Health Authorities and so on. Of special 
interest to old persons are the services provided under Part III. Under 
Section 24 of the National Health Service Act 1946 local health authorities 
are required to arrange for the visiting of persons in their homes by health 
visitors. Section 25 requires every local health authority to provide a home 
nursing service for patients in their own homes. Section 28 enables every 
local health authority, with the approval of the Minister, to make arrangements 
for the purpose of the prevention of illness, the care of persons suffering 
from illness or mental defectiveness, or the after-care of such persons. Under 
this Section local health authorities can supply sick room appliances to 
those in need of them. Section 29 enables a local health authority to make 
such arrangements as the Minister may approve for providing domestic help 
for households. 

2 
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Under the terms of the National Assistance Act, 1948, County and County 
Borough Councils are required, either directly or through voluntary organisa- 
tions, to provide residential accommodation for aged and infirm persons in 
need of care and attention not otherwise available to them (Section 21). They 
may give financial help to voluntary organisations providing, or proposing 
to provide, homes for old people (Section 26). Annual contributions are 
made by the Exchequer to County Boroughs and County Councils and to 
Housing Associations towards the cost of new homes constructed or of existing 
property converted into accommodation for old people needing care (Section 
28). County and County Borough Councils have power to make arrange- 
ments for promoting the domiciliary welfare of certain handicapped persons 
(Section 29). All local authorities, including Metropolitan Boroughs and 
District Councils, may contribute to the funds of any voluntary organisation 
whose activities consist in or include the provision of recreation and meals 
for old people (Section 31). Privately owned homes for old persons or 
disabled persons must in general be registered with the Welfare Authority 
(Section 37). The local sanitary authority can apply to a magistrate for 
an Order to remove to suitable premises a person who is suffering from 
grave chronic disease or being aged, infirm or physically incapacitated, is 
living in insanitary conditions and is unable to devote to himself and is not 
receiving from other persons proper care and attention (Section 47). 

Section 136 of the Local Government Act, 1948, permits a County Council, 
with the consent of the Minister of Housing and Local Government, to 
make a payment towards the cost incurred by a District Council towards 
the erection under housing powers of bungalows or grouped dwellings for 
the elderly. 

Certain of the pre-existing statutory powers also have a particular bearing 
on the care of the aged. A housing authority, under the Housing Acts 
1936 and 1949, has power to build specially designed dwellings for the 
aged. Section 31 of the 1949 Act allows it to make improvement grants 
to housing associations, while Section 40 enables the local authority and 
housing associations to build hostels and to receive Exchequer contributions. 

The Public Health Act, 1936, enables the Medical Officer of Health, 
through his public health inspectors, to ensure that landlords keep residential 
properties in a proper state of repair. Sections 83, 84 and 85 enable a local 
authority to make provision for the cleansing of filthy or verminous premises, 
articles or persons ; under Section 84 (Section 122 of the London Act) some 
local authorities make laundry provision for foul linen. 

POPULATION OF ENGLAND AND WALES 
In mid- 1954 the estimated total population of England and Wales 1 * was 
44,274,000 ; of these 5,057,000 were sixty-five years of age or over, a propor- 
tion of roughly one in nine. In 1901 the population of England and Wales 
was 32,528,000 and only one in twenty-one of these was sixty-five years of 
age or over. 

It has been estimated by the Government Actuary, in consultation with 
the Registrar General, 2 that by 1975 the number of persons of sixty-five 
and over will have increased by about two million, with the result that 
the proportion of people of those ages will be about one m seven. These 
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projections are based on the assumption of no net migration, births averaging 
630,000 per annum, and death rates at ages under forty-five declining steadily 
over the next twenty-five years until at the end of that period they are 
about one-half of the rates now being experienced. At ages over forty-five 
the assumed rates of decline of the death rates become progressively smaller 
as the age advances. 

Put in a different way, there were at the beginning of the century roughly 
seven people of sixty-five years of age and over for every 100 people between 
the ages of fifteen and sixty-four. Now there are seventeen and in less than 
a generation there may be twenty-three for every 100 younger people. 

Not only is the proportion of people of pensionable age increasing but the 
proportion of older people in the working population is also rising. By 1965 
the population between the ages of twenty and thirty-nine is expected to be 
less by about four per cent, than in 1955, while the number between fifty 
and fifty-nine is expected to have increased by about ten -per cent. ; men 
aged between twenty and thirty-nine inclusive will be fewer by over 200,000 
than they were in 1955. The statistics for women show an even greater down- 
ward trend. The chart below clearly shows the general trend — 



Year 


Percentage of Population 15-64 


Children under 15 


Persons 65 and over 




Census (enumerated) 




1851 


59 


8 


1871 


61 


8 


1891 


58 


8 


1911 


48 


8 


1931 


35 


11 


1951 


33 


17 


Projected from mid-1955: Estimated at mid- 


1965 


31 


19 


1975 


31 


23 



However, it is possible .that the continuing increase in the aged population 
will not necessarily result in a corresponding mounting demand for institu- 
tional beds. Abel-Smith and Titmuss 3 have suggested, as a result of the 
information obtained about hospital patients on the night of the census in 
1951, that the substantially higher marriage rate which has now prevailed for 
several decades and the steady fall in the proportion of marriages broken by 
death are .two encouraging features because, compared with the demand 
made by single men and women and to a lesser extent by the widowed, the 
proportion of married men and women in hospital is small and it does not 
reach very high levels even after the age of seventy-five years. In fact, about 
two-thirds of the hospital beds in the country occupied by those over sixty- 
five years are taken by the single, widowed and divorced, and the majority 
of the patients of this age group in the mental hospitals are single people. 
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The Government Actuary’s estimate of the population in Great Britain in 
1979 shows no significant change in the actual number of single people of 
pensionable age, and thus the much publicised increase in the number of old 
people is expected to consist of approximately two million married persons 
and half-a-million widowed and divorced women, the groups which make 
less demand on in-patient care. The authors consider that among the group 
of old people who make the largest demands for in-patient care (single men 
and women) there is not likely to be any material increase in the population 
at risk during the next twenty-five years. 

It is naturally difficult to forecast future trends and it may be that this 
picture is optimistic. It is possible that fewer old people in the future will 
be able or willing to purchase -private accommodation or care and attention, 
and that an increasing number of this class will be thrown on the resources 
of the statutory services. The continuing tendency to small families will mean 
fewer younger people to care for their ageing relatives. Finally, -the induce- 
ments offered to single and married women to continue in employment may 
increase, and this too will leave them less time for the care of the old people. 
This factor may be offset to some extent by increasing opportunities of 
continuing employment for old people. 

PHILLIPS COMMITTEE 

This Committee was appointed in July, 1953, and its report 4 was presented 
by the Chancellor of the Exchequer to Parliament in December, 1954. Its 
terms of reference were — 

To review the economic and financial problems involved in providing for 
old age, having regard to the prospective increase in the numbers of the aged 
and to make recommendations **. 

It surveyed the existing provision for old people ; it drew attention to the 
changes in population, including the future trends, retirement pensions and 
occupational pension schemes, and the National Assistance and other services 
for the old. 

The Committee recognised that “the old are no more a homogeneous 
group than the young or the middle-aged. Their needs vary and provision 
for -those needs must ibe made in different ways It considered that the 
provision of adequate domiciliary -services was one of the essential needs if 
old people are to be kept active ; it was aware of the dangers of -a multi- 
plicity of official visitors to the homes and- it therefore urged the fullest 
co-operation between the domiciliary, general practitioner and hospital ser- 
vices with a view to reducing their numbers. It recognised that there appeared 
to be an unsatisfied demand for residential accommodation provided by the 
welfare authorities and that the provision of new accommodation tended to 
stimulate the demand : it therefore advised the provision of accommodation 
for the relatively able-bodied, and separate accommodation for those too 
infirm for existing local authority homes. 

The Committee recommended that treatment in hospitals should be 
reserved, so far as -possible, for those who could profit directly from it. It 
referred to the benefits of modern geriatric treatment and said that “it 
would be premature to embark on long-term building plans for the accom- 
modation of increasing numbers of chronic sick and other old patients in 
hospitals until there has been more experience of recent developments ”. 
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Finally the Committee referred to the difficulties which often arise from 
the division of responsibility for the different services used by the old, and 
recommended closer co-operation by the various authorities in this field. 

guillebaud committee 

The report of the Committee of Enquiry into the Cost of the National Health 
ItlTc Guillebaud Committee”) was published after the survey was 
completed. The Committee maintained that the problems ansmg in th 
services for the treatment and care of the aged resulted from the inadequacy 
of the existing services rather than the form of administrative organisation, 
and it gave the warning that it would be unrealistic to suppose that the 
deficiencies in the services could be made good overnight. 



II 

ORGANISATION OF SURVEY 

T E A M s were appointed for the surveys of services provided for old people 
in each hospital region. The members of each tcamwereaPnncipal Regmnd 
Officer a Principal Medical Officer, a Hospital Nursing Officer a Public 
Health Nursing Officer and a Welfare Officer ; all were of the Ministry of 
Health and those whose duties normally related to a parhcul^ hosp^.1 
region were designated as members of the surveying team for that region 
It was hoped that the visits would be made by the surveying team as 
but when P this was not possible individual members visited different services 
in the area. Reports were prepared by the team. 

It was decided that a pilot survey should first be carried out m eleven 
districts some of which were known to have hospital geriatric units. The 
districts' selected* were : Sunderland C.B Leeds C.B. ; Lister CB nA 
CC ■ Cornwall C.C. ; Monmouth C.C. ; Wolverhampton C.B. Bolton C B. , 
Ipswich C.B. ; Hastings C.B. ; Southampton C.B. ; Oxford C.B. and C.C. 

The reports from these trial areas were examined and a summary was 
prepared of the statistics and of the conclusions reached, by the surveying 
teams. It was considered that this information was valuable and it was 
decided that the survey should be extended to the whole country. 

The survey commenced on the 1st May, 1954, and the pilot survey was 
completed by the end of June. The national survey was then started and was 
completed, except for two hospital regions, by June, 1955. 

It was appreciated that different local interpretations could easily be made 
re^ardin" the respective responsibilities of the hospital authorities and the 
welfare authorities for the care of certain groups of old people. The purveying 
tRamc were supplied with the following standard of definition which outlined 
the views of the Department on these responsibilities and has since been 
endorsed by the Guillebaud Committee— 

“ (a) Welfare authorities : Apart from the active elderly person, who is dearly 
L ‘ the responsibility of the welfare authority, their responsibility extends 
also to the following: 

(i) Care of the otherwise active resident in a welfare home during 
minor illnesses which may well involve a short period m bed. 

6 
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(ii) Care of the infirm {including senile) who may need help in 
dressing, toilet, etc., and may need to live on the ground floor 
because they cannot manage stairs, and may spend in bed part 
of the day or longer periods in bad weather. 

(iii) Care of elderly persons in a welfare home who have to take 
to bed and are not expected to live more than a few weeks (or 
exceptionally months) who would if in their own homes stay 
there because they cannot benefit from treatment or nursing 
care beyond what can be given there, and whom it would scarcely 
be humane to remove to hospital from their familiar surroundings 
and attendants. 

All these are persons for whom any necessary nursing care 
would be given by relatives, or others, with the help or advice 
of the home nurse if they were living in their own homes. In 
welfare homes that care should be -given by attendants assisted 
or advised by the visiting home nurse in small welfare homes 
or by a small staff with nursing qualifications or experience in 
large homes. 

It is not regarded as the responsibility of the welfare authority 
to give prolonged nursing care to the bedfast (except those in (hi) 
above), nor as desirable that separate “ infirmary wards ” should 
be created in large homes in which patients from other homes 
are concentrated. 

(b) Hospital authorities : Apart from the acute sick and others needing active 
treatment, who are clearly the responsibility of the hospital authority, 
their responsibility extends to the following: — 

(i) Care of the chronic bedfast who may need little or no medical 
treatment but do require nursing care over months or years. 

(ii) Convalescent care of the elderly sick who have completed active 
treatment but are not yet ready for discharge to their own homes 
or to welfare homes. 

(iii) Care of the senile confused or disturbed patient who is owing to 
his mental condition unfit to- live a normal community life in a 
welfare home. 

It is not regarded as the responsibility of the hospital authority 
to give all medical or nursing care needed, however minor the 
illness or however short the stay in bed, nor to admit all those 
who need nursing care because they are entering upon the last 
stage of their lives.” 

It was decided not to include the mental health services in this survey, 
but on those occasions when relevant information was obtained it was 
reported. 

The reports of the hospital services for the chronic sick of the four Metro- 
politan hospital regions included those hospitals within the L.C.C. area. 
Because of its size and its other special features, however, a report was also 
prepared of the services for the chronic sick within the L.C.C. area which 
included the health and welfare services of the -L.C.C., the voluntary services 
and the available hospital facilities. The conclusions reached in this London 
report took into account an earlier enquiry into the position regarding 
elderly patients, in mental hospitals serving the County of London. 

Surveys were made of those 244 Hospital Management Committees which 
provided chronic sick beds. Much of the information required was statistical 
but the surveying teams were also asked to assess the quality of the services, 
and visits were made to almost all the hospitals concerned. The Medical 
Officers of Health of the local health authorities and, when necessary, their 

7 
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Divisional Medical Officers were consulted as well as the chief officers of 
the welfare departments and of the voluntary committees. T ere were 
discussions with the representatives of the local Medical Committees either 
directly or through the Regional Medical Service of the Department. Enquiry 
was often made of the officers of Regional Hospital Boards for particular 
information about hospitals. Teaching hospitals were not included in the 
survey except where they provided beds specially for the treatment of 
chronic si civ 

The surveying teams were given a questionnaire but it was not intended 
that the enquiry should be limited to the questions contained (therein, and 
they were encouraged to draw attention to any interesting practice which had 
proved itself valuable or to any pioneer scheme worthy of further attention. 
The main function of the teams was to assess the quality of the local services 
and to report on their adequacy, and it was appreciated that any assessment 
must depend to some extent on the accuracy of the information given to them. 

There were varying interpretations regarding the responsibilities of the 
hospitals and welfare authorities for elderly people The number of persons 
occupying hospital beds but regarded as fit for welfare acconmodation 
that given by the hospital doctor, a figure not necessarily accepted by 
welfare officer; conversely the number of “ hospital patients in , wdfar 

accommodation was usually that estimated toy the welfare officer. There was 
a certain amount of confused thinking about geriatric units for « was not 
unusual for a Hospital Management Committee, having a number £ 

sick beds and a doctor who visited, to describe them as a geriatric uni 
although there might be little evidence of active treatment and rehabilitation. 
The surveying teams regarded as a geriatric unit a special group of active 
diagnostic and treatment beds. The waiting list figures, both for hospitals and 
for welfare accommodation, were included in the reporU though it was 
realised that their validity was sometimes m doubt through lack of regular 

review and assessment. . . , 

The survey was concerned primarily with the elderly chrome sick but it 
was decided to obtain some details to show the size and distribution of the 
chronic sick under sixty-five years of age in chrome sick wards ; returns were 
therefore required for one particular date, 31st October, 1954, for each sex 
in the two age groups (a) under 45 years (2>) 45-64 years. 



Ill 

HOSPITAL SERVICES 
WAITING LISTS AND TIME 

On 31st December, 1954, the hospital waiting list was 9,833, equivalent to 
0-? per bed It was predominantly women ; in the Liverpool Region there 
were six female patients to every male patient ; in many areas there was no 
waiting list for men at all. The Hospital Management Committees were 
asked to divide their waiting lists into urgent and non-urgent cases, the 
latter group consisting of patients accepted for hospital admission but unlikely 
to suffer from any delay. The waiting list was usually highest at the end 
of the winter, and often reached its peak in March. Urgent cases could usually 
be accepted into the chronic sick wards at once, or within thirty-six hours ; 
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ttiey were also admitted into the acute wards of the hospital, and later 
transferred to the chronic sick wards. The “ socio-medical crisis cases 
could generally be admitted to hospital immediately on discovery, or would 
be given high priority on the waiting list ; but this meant that the early 
case on the waiting list who would benefit from diagnosis, assessment and 
rehabilitation, did not always get admitted as quickly as desirable and 
the benefits of the hospital services were often denied him until he had 
deteriorated into a more advanced state of disability or had become an 
emergency case. 

The size of the waiting list was often an unreliable guide to the demand 
unless its validity had been assessed by domiciliary visits from the hospital. 
In one region it was considered that in nine out of the twenty-two groups 
the waiting list was not realistic. Some waiting lists were inflated by those 
who had died or had recovered or had left the district, and by names given 
by general practitioners at the request of the relatives. Some lists were inflated 
by those who were later to refuse admission, for it was a not uncommon 
practice for relatives to urge the family doctor to arrange admission without 
informing the old person. Some persons were placed on the waiting lists in 
case their condition should worsen; some were included who were to be 
admitted during the “ holiday months ” to give temporary relief to their 
relatives caring for them at home. These doubts about the reliability of 
the waiting list figures have been supported by analyses of domiciliary assess- 
ments. Graham, 5 in 1953, visited 1,315 patients on the waiting list for 
chronic sick accommodation in ten hospital groups in the South East Metro- 
politan region and found that 450 (34 per cent) patients had withdrawn, 
recovered, refused or made other arrangements. Kropach 6 considered that 
of 169 on the waiting list in the Paddington area 121 (71 per cent) did not 
require admission to hospital. Amulree 7 found that 45 (34 per cent) out of 
127 patients visited at home in 1949-50 did not need admission. Lowe 8 
suggested that the hospital services were not needed for perhaps half of the 
applicants for the Dudley Road Infirmary. 

Conversely, some waiting lists were thought to be deflated because the 
general practitioners realised the hopelessness of trying to obtain admission. 
In one area, with a long waiting list, a general practitioner reported having 
given up trying to obtain admission except for a surgical emergency. A general 
practitioner in Wales, with a practice of 4,400, claimed to have 64 patients 
at home who were chronic sick in need of hospital attention ; another 
general practitioner in Wales, with a practice of 3,400, reported seven such 
patients. Those general practitioners in the Caernarvon and Anglesey, area 
who were interviewed complained of the difficulty in obtaining admission 
of the chronic sick; yet they had only six chronic sick patients awaiting 
admission out of practices serving approximately 30,000 patients. 

The. difficulty of obtaining hospital admission in some areas was reflected 
by a considerable increase in the amount of nursing of the chronic sick 
at home, much of which was heavy and took considerable time. Family 
doctors tended to use general practitioner hospitals for chronic sick patients 
including those with social problems, and they sometimes sought admission 
of unsuitable cases to welfare accommodation in the belief that they would 
be transferred thence to hospital. 

9 
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Howell 9 showed that of 509 patients on the waiting list of the geriatric 
unit at Croydon the commonest diagnoses were cerebral thrombosis or 
hemiplegia (11 per cent), senility (10 per cent), congestive cardiac failure 
(8 per cent), incontinence (8 per cent), bronchitis (7 per cent) and senile 
dementia (6 per cent). These six groups formed half of those visited prior 
to admission. He also showed that 8 per cent of applications were from old 
people who had exhausted their savings in private nursing homes ; yet in 
one H.M.C. the Admissions Officer had encouraged such elderly people to 
enter private nursing homes and later, when hospital admission was sought, 
gave them no priority because they were being “ looked after somewhere ”. 

A waiting list is only valid if the hospital has satisfied itself that the 
applicants need admission, and if it is regularly reviewed. A possibly better 
indication of the size of demand would be the length of time between the 
dates of application and of admission, for it was sometimes found that 
patients had been on the waiting lists for long periods but had not been 
admitted because they were not thought at that time to need hospital care. 
If information was obtained in respect of each admission, excluding emer- 
gencies, to show how long he had waited, it would exclude those never 
accepted and might give a fairer picture of the adequacy of the hospital 
services. 



ADMISSION ARRANGEMENTS 

There was wide variation in the procedure regarding the admission of chronic 
sick patients to hospital, which depended to some extent on the number 
of beds available in the area. Where geriatric physicians had been appointed 
the majority followed the practice started by Brooke at St. Helier Hospital 
and paid domiciliary visits to those patients for whom the general prac- 
titioners sought admission. Such visits have had advantages for they con- 
firmed, or not, the application of the general practitioner; they enabled 
the geriatric physician to assess the degree of priority based on social and 
medical circumstances ; they revealed the home conditions to which he would 
later discharge the patient ; they enabled him, when hospital admission was 
not thought necessary, to advise the general practitioner on the clinical 
treatment or on the local authority domiciliary services needed ; finally, 
they enabled him to support the general practitioner when the latter was, 
against his better judgment, giving way to importunities of the relatives 
of the patient. 

At Summerfield Hospital, Birmingham, every patient recommended for 
admission by a general practitioner was visited by a member of the hospital 
medical staff, and the medical and social priorities confirmed. A letter was 
then sent to the general practitioner giving the assessment of priority by the 
hospital physician, who also telephoned the health department to give details 
of those who were thought to need more assistance from the local authority, 
jk list of patients on the waiting list, not urgent, was also sent every month to 
ihe health department whose special visitors kept them under supervision and 
informed the hospital of any change. Since 1949 there had been 4,716 visits 
to female patients and 800 to male patients, and there was now no waiting 
list for men. Applications on behalf of residents in welfare homes were 
accepted without question on the recommendation of the medical officer and 
the chief welfare officer. 
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Domiciliary visits were time-consuming and in some places were resented 
by the general practitioners for they felt that, with their knowledge of the 
patients’ circumstances, they were in a better position to judge the need for 
admission than the hospital doctor. In the Hendon group domiciliary visits 
were made to about ten per cent of the applicants and most of the remainder 
were brought to the hospital out-patient department. Any apparent advantages 
of this procedure were thought to be outweighed by the disadvantages of 
lack of knowledge of the home conditions and the possible risk to the patient. 
In another group it was said that “ the urgency of a case for admission is 
governed by the importunity of the doctor requesting its admission”, and 
several groups relied, in deciding priority, on the amount of pressure applied 
by the general practitioner. In one area the general practitioner telephoned 
the matron and gave the diagnosis, but there was no enquiry into the home 
circumstances and no liaison with the health department. In another it was 
said that a patient could never be admitted unless he became “ urgent ” and 
the consultant anaesthetist was responsible for the selection of patients 
following discussions with the general practitioners. 

In some places admission was arranged through the lay administrator 
or the hospital secretary, who was said to consult the matron or a doctor 
when necessary. In one group the lay administrator required a detailed 
questionnaire to be completed by the general practitioners and the order of 
admission was decided by him in consultation with a general physician. 
In several areas the selection was made by the matron or secretary without the 
guidance of a doctor and the request for questionnaires or cards suggested a 
lack of appreciation of the urgency of the matter, for the patient when ill 
might be alone, incontinent and confused and even a short delay might incur 
a disaster. 

In some groups each hospital kept a separate waiting list but, although 
understandable in rural areas, it was felt that the service would be improved 
if there was an admission unit at one of the hospitals where the waiting list 
for the group would be kept ; following the primary investigation the patients 
could then be transferred to hospitals nearer their homes. 

Many waiting lists were only occasionally reviewed, and some never. In 
one group a consultant physician was reported to make an occasional review, 
and examination of this small list revealed ‘that one patient had died, one 
had married and one had already been admitted to his hospital. At another 
hospital patients were admitted strictly in order of application irrespective of 
any priority. At St. James’ Hospital, Leeds, all applicants were first visited by 
social workers from the health department, and 1,274 visits were made in 
1954 ; the geriatric physician would also visit when he could not decide 
priority on the general practitioner’s information and the social worker’s 
assessment, or in cases of urgency or when the general practitioner sought a 
consultation. The waiting list was reviewed monthly and in the few months 
before the survey it was said that 218 cancellations had been received from 
general practitioners. The link with the local health authority was greatly 
appreciated. In the same region, in the Bingley, Keighley, Skipton and Settle 
Group, the divisional Medical Officer of Health was asked to send a health 
visitor to assess the home conditions of applicants ; this practice was at first 
viewed with some reluctance by the general practitioners but had proved of 
great value, and in many cases had promoted the strengthening of the 
domiciliary services when hospital admission was not thought necessary. In 
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Coventry application for admission to High View Hospital, Exhall, was by 
the patient’s doctor direct to the medical superintendent. The latter visited 
about fifty per cent of the applicants and assessed their priority ; the Medical 
Officer of Health was informed of those patients requiring nursing and 
domestic help but not hospital treatment, and of others in need of welfare 
accommodation. In Stoke-on-Trent the application was made to the Medical 
Officer of Health or to the area medical officers for Leek and Cheadle, or 
Newcastle-under-Lyme i the home was then visited by a health visitor and 
her report together with the recommendation of the Medical Officer of Health 
was forwarded to the group bed bureau, and the decision was then made by 
the medical superintendent of the City General Hospital. In Wolverhampton 
all applications were investigated by the health department, following the 
submission weekly of lists from the hospital. The general practitioner’s 
diagnosis was of course accepted and the superintendent health visitor visited 
the patient and reported on the home circumstances and needs of the case ; 
the Medical Officer of Health then decided whether the patient could be 
treated at home or whether he needed welfare accommodation or hospital 
admission, and he informed the hospital accordingly. The hospital notified 
the Medical Officer of Health of patients admitted from the waiting list and 
the Medical Officer of Health informed the hospital about those patients 
on the waiting list who had died at home. In the Reading Group the applica- 
tion was made 'by the general practitioner to 'the bed bureau , the bureau 
arranged with the health department for a health visitor to report and die 
Medical Officer of Health assessed the degree of priority for the information 
of the geriatric physician. 

In another group admissions were administered by the group secretary 
who was guided by a special committee comprising medical and nursing 
officers of the hospital management committee, divisional health and welfare 
officers of the county council, social workers and the individual general 
practitioners concerned ; the applicants were visited^ by health visitors but 
there was no hospital assessment. In Cardiff the hospital almoner invited the 
health visitor to report on the circumstances of those who had been on the 
waiting list longer than a month, and this co-operation had proved valuable. 
The Caernarvon hospital management committee enquired of the general 
practitioner every three months about those still on the waiting list. 

In Blackburn all applications, other than for emergencies, were made by 
the patient’s doctor to the appropriate area medical officer who investigated 
the case and determined its priority on social grounds, at the same time 
arranging for visits by a district nurse or home help as required ; he then 
forwarded the particulars to the hospital’s admission bureau and informed 
the general practitioner accordingly. 

In several hospital groups the clinical care of the patients was carried 
out by senior medical staff who also made domiciliary visits when necessary 
but who had no control over the admissions into the chronic sick wards. The 
chronic sick wards then tended to be filled with patients transferred from the 
acute wards with a result that the hospital services available to the elderly 
in the district became more contracted. 

In one Region geriatric consultants had been appointed to three groups and 
in five other groups a doctor specialised in geriatric admissions and organisa- 
tion. In all of these groups there was a realistic waiting list and in all except 
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one domiciliary visiting was a normal preliminary to admission. In sharp 
contrast was the practice in a group in another region. There the medical 
officer of the -bed bureau based his assessment of priority on the amount of 
pressure applied by the general practitioner and he added : “ I may arrange for 
an almoner to visit when she is in the district 

NUMBER OF HOSPITAL BEDS 

At the time of the survey, hospital authorities in England and Wales provided 
56,010 beds for the chronic sick ; 54,737 of these beds were provided in 
national health service hospitals and the remainder, 1,273 beds, were made 
available under contractual arrangements with voluntary and private homes. 
In total this represented a provision of 1-27 beds per 1,000 population. 

There was considerable variation in the hospital regions. In the North 
West Metropolitan Region there were 0-7 beds, while in the South Western, 
Oxford and East Anglia Regions there were 1-7 beds per thousand population. 
These figures could well give a distorted picture of the actual hospital 
provision for the chronic sick in the different regions for such patients 
were also to be found in the acute wards in general hospitals and in 
general practitioner hospitals. There was, of course, greater variation in the 
proportion of chronic sick beds to the population in the. different hospital 
groups but the figures were usually so small that definite conclusions could 
not be drawn as to their comparability. In practice, adjoining groups might 
co-ordinate their hospital services fof the chronic sick. The demand for 
hospital beds appeared greatest in the first three months of the year and 
the situation at this time sometimes became acute. The majority of beds 
were needed for female patients. At the Leeds geriatric unit 687 beds (74 per 
cent) out of 928 had been allocated to female patients. 

Tunbridge 10 has suggested that for a population of 100,000 there should be 
180 beds, including 20 to 25 admission beds, 60 remedial beds and 100 long- 
stay beds. Wilson and Andrews 11 recommended for a similar number 170 
chronic sick beds, including 40 admission beds and 130 long-stay beds. The 
Standing Medical Advisory Committee (Scotland) 12 recommended that for 
such a population the minimum number of hospital beds required, mental 
beds excluded, would seem to be about 60 for acute cases, of which half 
would be in general medical and surgical wards, and 40 in long-stay annexes. 
In the geriatric unit of the South Manchester, North and Mid Cheshire 
groups there were 550 beds, excluding 80 beds under the care of other 
physicians, to serve a population of 500,000. The geriatric physician reported 
that this proportion of L25 beds per thousand population “ was inadequate 
as the staff were working under extreme pressure all the time and the 
patients waited in an acute ward for transfer. It was also found that some 
patients died before a bed could be found for them in hospital even 
though they had been visited and accepted as needing hospital care”. 
Mester, 13 from the geriatric unit in Greenwich and Deptford, considered 
that an allocation of IT beds per hundred old people should be sufficient 
under normal circumstances, and that only in the event of an exceptionally 
severe winter or epidemics of serious upper respiratory infections might a 
temporary shortage of beds arise. 

There was another variation which is relevant. In England and Wales the 
proportion of the population aged sixty-five years and over was 11-5 per cent, 
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but in the Birmingham region the figure was 9-9 while in the South West 
Metropolitan region the figure was 12-1 ; in these two regions _ there .were 
1-3 and 1-2 beds per thousand population but, because of the different ag 
structures, in the Birmingham region there were 13-5 ^ds ^ th^and 
population aged sixty-five . years and over while m the South West Metro- 
politan region there were only 9-8. In the latter region, therefore there 
were comparatively few hospital beds for the chronic sick and because 
it was an area to which many old people retired from other parts of the 
country and where they had no roots or younger relatives, there was 
in certain places evidence of considerable strain on the hospital services, 
for example in Worthing and Bournemouth. Any advantage in the industrial 
areas might, however, be offset by the fact that they contained a high 
proportion of young and middle-aged women in employment, many of whom 
would otherwise remain at home to look after their old people. 



Many elderly persons in “ retirement areas ” preferred to make private 
arrangements when assistance was needed, but it was doubtful whether the 
diminishing proportion able to do this was sufficient to affect the local 
problem. Some old people preferred and were prepared to pay for more 
privacy than was usual in a chronic sick ward ; thus, in Leamington 
Hospital, Newcastle upon Tyne H.M.C., sixteen amenity beds were provided 
for such cases. It can be seen, therefore, that a more illuminating guide to 
the relationship between supply and demand would be a table to show 
the proportion of old people in the population in the different localities, 
because it could give a more accurate index of need. 



Many reports suggested an insufficiency of beds for long-stay cases, par- 
ticularly with regard to female patients. Adams 14 of Belfast has. said that 
about ten per cent of the total admissions each year to a geriatric unit 
fail to respond and become permanent bedfast patients, unfit or unable to 
be discharged home. This proportion had shown little change in his unit 
during the past three years. Among patients females exceed males, and 
continent patients exceed the incontinent of either sex in the ratio of 1J 
to 1 Independently of this survey it had been reported from the Belfast 
geriatric unit that 787 patients aged sixty years and over were admitted 
during 1951 into the 48 “acute” beds at the City Hospital. At the end of 
the year 85 of these patients, including 33 males and 52 females, remained 
in the long-stay wards. Adams estimated that there should be a provision 
of 5 female and 2i male long-stay beds for each acute bed. Grieg 
Anderson is quoted by Adams 14 as stating that in a group of approximately 
100 incurable elderly patients the annual death rate was 20 to 25 per cent 
and the average length of occupancy of a hospital bed about two years. 

It would be misleading to state dogmatically how many hospital beds 
for the chronic sick should be provided in any one group or region because 
the number is dependent on many variable factors, including the quality 
of the hospital and ancillary services and the number of elderly patients 
accepted, treated and rehabilitated in the acute wards in general hospitals. 
In a prosperous area where the relatives are able and willing to care for 
their older relatives, or in an area where by long custom there is a well 
developed natural sense of responsibility towards old people, fewer beds would 
be needed. In one such group there were 49 beds to serve a population 
of 168,000, a ratio, of 0-3 per thousand, and there was no undue pressure 
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on these beds; conversely, in another group where the ratio of beds was 
3-4 per thousand, there was a waiting list of 56, while, at the same time, 
76 patients in the wards were considered fit for discharge. 

The pressure on hospital beds is influenced by the adequacy of the 
welfare accommodation particularly for the very infirm, by the extent of 
housing provision, by the strength and imagination of the domiciliary services 
of the local authority, by the quality of the general practitioner service and 
by the effectiveness of the voluntary services. Indirectly it is influenced by 
the conditions of employment in the district and, in general terms, by the 
degree of co-operation between all the services in the area concerned with 
this subject. 

The reports suggested a striking absence of correlation between the 
number of chronic sick beds per thousand population and the adequacy of 
the service provided. In one Region the hospital groups were set out in 
order of beds per thousand and the grading of the services provided was 
given by the survey team for each group, the grading being a summation 
of the comments set out at greater length in the individual reports. The 
grading was of three types, the good, bad, and indifferent : “ Good ” meant 
that the typical chronic long-term case who needed hospital care had no 
difficulty in obtaining it; “Bad” meant that such a patient had little 
prospect of admission until reaching the state of emergency ; “ Indifferent ” 
meant that such patients were admitted only after substantial delay. These 
gradings did not refer to internal organisation or treatment, but it was sig- 
nificant that they bore almost no relation to the numbers and proportion 
of beds. Good service in this respect was being given by groups with 
comparatively few chronic sick beds and indifferent service by those with 
the most beds ; bad service was to be found in groups having the regional 
average of chronic sick beds as well as among those well below it. In 
another Region the hospital group with the highest proportion of chronic 
sick beds per thousand population, and with a geriatric specialist in charge 
of these beds, was thought to be the least successful. In a large city in 
another Region the proportion of chronic sick beds was higher than iu any 
other group in the Region, and considerably higher than the national 
average; the beds were plentifully staffed by doctors, nurses and ancillary 
staff, and a consultant geriatric physician was in charge ; the welfare accom- 
modation was generous, and the local authority provided excellent domiciliary 
services supported by an active Old People’s Welfare Committee and other 
voluntary services. This city showed the longest waiting list in the Region 
and gave evidence of an unsuccessful hospital service for the chronic sick. 

It cannot be assumed that more hospital beds for the chronic sick are 
needed. The success of the available services depends much on the per- 
sonality of the doctor in charge and on his appreciation of the sociological 
factors. It would seem that the remedy for an inadequate service is not 
always an increase in beds because too often a generous provision appears 
to result in stagnation and apathy. In some groups there may be too many 
beds while in adjoining groups there may be a comparative lack so that 
there needs to be a better distribution of these beds and a more effective 
co-operation between the groups, although it is evident that some groups 
serve a population which is exceptional as regards the demand. Conversely, 
the fact that a group had a substantial number of chronic sick beds is no 
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answer to complaints of the inadequacy of the service ; the competence of 
the service provided is the ruling factor. The mam demand is for beds 
for female patients and it is expected that this demand will increase. The 
age of admission, both for men and women, may gradually rise and it 
possible that the duration of stay of these patients will lengthen because 
of this age factor. There may, of course, be a corresponding reduction in 
the length of stay of long-term irremediable cases. An immediate ™P^e- 
ment would be obtained by better co-ordination between adjoining hospital 
groups a redistribution of hospital beds in certain areas to provide a higher 
proportion for female patients than exists at present and more effective 
liaison with the other statutory services. 

Experience has shown that for every diagnostic and treatment bed in 
a geriatric unit there need to be about eight long-stay beds. While, therefore, 
it is thought that the number of beds on a national basis was about adequate 
for present needs, their distribution should be reviewed to facilitate the 
admission of the early case who would benefit by prompt treatment. The 
practice of arranging short-stay admission to hospital during the holiday 
months is worthy of development. It is rarely abused ; it gives much needed 
relief for relatives caring for the chronic sick at home, allows assessment 
and treatment of those patients while in hospital and is of psychological value 
in that it reveals to old people and their relatives the effectiveness of modern 
rehabilitation. 

In the future more chronic sick, beds will possibly be needed. In some 
areas where housing provision does not meet the demand there is a com- 
paratively small number of old people living alone and thus there is less 
chance of such old people deteriorating unknown to others; hut as the 
housing situation improves more old people may tend to live alone and 
may, therefore, require help. For example, new towns tend to attract young 
workers and their families and the old people are left behind as their 
relatives and younger neighbours have dispersed. As a result the old people 
will tend to need more and more statutory assistance. 

Increases in the number and proportion of people aged sixty-five and 
over which have already taken place or are likely to do so have already 
been mentioned on page 4. The number of people aged seventy-five and 
over increased between 1947 and 1955 by 24 per cent, double the rate of 
those aged sixty-five and over. A further detail is that, because of the much 
greater improvement in female than in male mortality, the number of women 
aged sixty-five and over increased by 17 per cent but the number of men 
aged sixty-five and over increased only by 6 per cent. In the groups aged 
over seventy-five years women still showed a greater rate of increase than 
men The continuing increase in these older age groups may therefore cause 
a disproportionate rise in the demand for hospital beds, with a slower turnover 
and a greater need for long-stay accommodation. 

hospital buildings 

The majority of chronic sick beds were in former municipal hospitals and 
public assistance institutions. Since 1948 most of the municipal hospitals 
had been developed and many had become general hospitals, and some 
chronic sick beds had been absorbed by other specialities. Much of this 
accommodation was not well suited, for rehabilitation services ; it might be 
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ifl three-storey buildings with difficult and narrow staircases, no lifts, and 
sometimes with damp. Although much money had been spent on these 
buildings, particularly in redecoration, such amenities as baths, washing 
facilities, sluices and day room accommodation were often inadequate. 
Heating was sometimes poor and there were reports of draughts. The lighting 
both natural and artificial was insufficient for the comfort of the patients. 
The buildings were often long and rambling, and far removed from the 
other hospital services. Some, particularly those in rural areas, were so .poor 
that it was doubtful whether it would be economically sound to raise them 
to an adequate standard ; they were far removed from the general hospitals 
and their diagnostic services and, although regarded as long-stay annexes, 
usually received little priority for the purpose of modernisation. There was 
often evidence of overcrowding with consequent lack of space for rehabilita- 
tion and the general conditions were such that it proved difficult to recruit 
staff. 

Some accommodation was in huts erected during the 1914-18 war and 
some in the E.M.S. huts erected in the more recent iwar. In the Northallerton 
H.M.C. there were two E.M.S. huts, each accommodating twenty-two patients. 
These huts proved very suitable, for each contained sections of four beds 
and two single rooms in addition to day room space. In contrast the female 
ward at another hospital was “ sited on the first floor of an old building with 
no lift ; approach is by an outside cast-iron staircase ; floors, partitions, etc., 
are wooden ; underneath are a boilerhouse,* paint store, etc. ; another narrow 
outside staircase provides an alternative means of egress, but as all patients 
are more or less bedfast, this accommodation is not without danger ”. 

A geriatric physician described some of his wards in these terms : 

“ Unfortunately the basic structure remains unworkable. Lavatory accommo- 
dation is insufficient and washing facilities for up-patients could have been 
improved. Lighting is insufficient and inefficient, it is particularly difficult for 
those patients who, although bedfast, are mentally alert and would like to 
occupy their minds in the evening but cannot do so because the light is too 
poor to read with. Suitable night lights have not been installed and the present 
arrangement of overhead lights is much resented by patients who cannot fall 
asleep ”. In the chronic sick wards of one hospital sluicing of the soiled linen 
was done in the patients’ baths. In another the patients’ baths were on the 
first floor and, apart from a narrow dangerous staircase, there was no means 
of approach for the patients from the other wards. 

In rural areas the chronic sick were usually to be found in the former 
Public Assistance Institutions, with all their disadvantages. Although much 
money had been spent on improvements the necessary amenities sometimes 
appeared very inadequate. In one group the upstairs ward was approached 
by an outside iron staircase and in this three-storey block of 122 beds there 
was no lift and no day room ; the wards were so congested that only a 
few patients could be allowed up at a time but, nevertheless, the staff coped 
cheerfully with, the situation. In an adjoining group the wards were narrow 
and overcrowded, the sanitary annexes were insufficient, and the narrow 
spiral staircase had been replaced by an outside staircase ; there was one small 
day room for the female patients, and the remainder sat in chairs beside 
the beds. In another group there were no sluices, and stretcher cases could 
not be carried up or down stairs so that the wards could only be used for 
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ambulant patients not necessarily in need of hospital treatment. Nevertheless, 
good nursing and medical treatment were still possible, though more difficult 
under such depressing conditions. In a former London County Council 
hospital the sanitary annexes were old-fashioned and inadequate there was 
no day room and the number of beds for the area was barely sufficient, yet 
excellent results were achieved and there was no -waiting list. 

There were several examples of successful adaptation of old buildings. 

At the Preston Hospital, North Shields, “ the geriatric wards have been most 
successfully adapted from very old buildings. The wards have good window 
suace and there is good artificial lighting ; day room accommodation is 
provided ; ward kitchens are provided with refrigeration, crockery sterilisers, 
hot-plate gas cooker, washing-up sinks and good cupboard- space ; bath- 
rooms sluices and w.c.s have been modernised and soiled lmen rooms 
provided”. At the Middlesbrough General Hospital the two chronic sick 
wards had undergone extensive renovation and redecoration ; the walls had 
been peered and the floors re-laid ; wash basins had been provided also 
sluices with heated bedpan racks and washers, and the ward kitchens had 
been re-equipped ; ceiling and bedside lights were excellent. 

BED TURNOVER 

The bed turnover rate was calculated on the basis of the number of ■ “rges 
and transfers from, and deaths in, chronic sick wards in 1953 , when related 
to the number of -beds available the national rate varied m the different 
regions from 14 to 2-7. These figures were of limited value as a means of 
comparison although a high figure could suggest effective rehabffitation and 
a Sfisfactory discharge rate ; but chronic sick wards which admitted patients 
onlv in extremis, and with limited rehabilitation facilities, could and some- 
hmes dirshow a high turnover rate due to deaths. In the chrome sick wards 
of two hospitals in one group 73 per cent and 68 per cent of the male and 
96 per cent and 86 per cent of the female admissions died m hospital not 
surprisingly these hospitals showed a favourable turnover rate. At 
Newsham General Hospital, Liverpool » there were 3,216 admissions m 951 
an increase of 339 over the previous year, and rather more than half of this 
“crease was attributed to the influenza epidemic, for there was a 
ing increase in deaths and discharges; admissions declined m 1952 to 3,017 
and in 1953 to 2,922, and it was suggested that the decline depended mam y 
on faffing mortality since the decrease in the death rate was a most twice as 
great as that in the discharge rate. It was concluded that a falling mortal^ 
£ gerltrk wards reduced the turnover of beds and this limited further the 
number of patients who could he admitted. 

Some geriatric units practised a rapid turnover of patients, with prompt 
re-admission of those -who bad deteriorated after discharge or were found 
to be unable to maintain thei-r independence even with the “^“ce 
domiciliary services ; this practice enabled them to help their hospital 
colleagues -Cosin at Oxford and Olbrich at Sunderland had bed «mover 
rates in their units of 3-6 and 5-6 respectively; at Oxford more than 300 
oatients were transferred annually from the Radcliffe In&mary to the 
geriatric un£ to relieve pressure on the other beds ; at Sunderland, where 
Olbrich" might re-admit patients six or seven times, the wards contained 
elderly patients who were being prepared for surgical operations. 
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A relative insufficiency of beds might influence the turnover rate, for at 
the West Middlesex Hospital, with 0-7 beds per thousand population, the 
rate was 3-9 and in the Barnet group, with 0-5 beds per thousand, it was 
3-4 ; in both centres there was an experienced geriatric physician, supported 
by an active team who appreciated the urgency of rehabilitation. Conversely, 
in other groups generously provided with beds the rate was often low and the 
accommodation appeared to be regarded merely as a harbour for the long- 
term sick, with a consequent lack of interest among those who cared for 
them. If was even suggested that in overcrowded wards, with insufficient space 
for rehabilitation, the turnover would be improved if the number of beds 
were reduced ; the physician at the Manor Hospital, Derby, considered that 
the number of beds should be reduced to allow space for exercises, walking 
and other active movements. 

Perhaps a more informative index of comparison could be made from 
the length of stay of patients in chronic sick wards. A survey 1 ' of 3 ,216 
patients who died at or were discharged in 1951 from a general hospital 
caring mainly for the chronic sick, showed that in 3,105 the average period 
of occupancy was 47 days ; the remaining 121 patients stayed for an average 
of two-and-a-half years. In two hospitals in Monmouthshire, with 140 long- 
stay beds, the average length of stay for those who had died or been 
discharged since 1948 was 304 days. 

In eleven out of the fourteen Regions where the figures were available the 
average daily occupancy was at least 90 per cent and, in one Region, 99 per 
cent. These figures, obtained from the hospital statistics for 1953, were merely 
an indication of the use of hospital beds and were not comparable because 
of the influence of factors other than admissions and discharges ; for example, 
some wards might have been closed temporarily for lack of nursing staff, or 
for xedecoration or adaptation and, conversely, additional beds might have 
been provided for part of the year. 



NUMBER OF HOSPITAL PATIENTS REGARDED AS FIT FOR 
DISCHARGE 

Nearly 4,500 patients in the chronic sick wards, occupying about 8 per cent 
of the beds, were regarded by the physicians as being fit for discharge. This 
estimate was sometimes modified by the surveying teams in the light of the 
evidence presented to them, but it was clearly established that the inability 
to discharge patients no longer in need of hospital treatment resulted in beds 
being blocked and a mounting waiting list. In many places the transfer of a 
patient to welfare accommodation entailed the acceptance of a resident on an 
exchange basis ; this exchange process was often difficult and, in rural areas, 
the existence of joint user accommodation presented some advantages in this 
respect. 

Some patients were still occupying hospital beds because their relatives 
were unwilling to accept their return or to assist them should they be living 
independently. Sometimes the patient had not recovered sufficiently to be 
able to return home to his former mode of life, even with the assistance of 
the domiciliary services. On occasions he was unwilling to leave hospital 
because of its attractions compared with the isolation and loneliness of his 
existence at home. 
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In the Sheffield No. 1 group, with 919 chronic sick beds, the geriatric 
physician considered that more than 100 , patients in Fir Vale Infirmary and 
about 40 patients in Nether Edge Hospital were fit for discharge, although 
he appreciated that the majority were very frail. In the 260 chronic sick 
beds in the West Herts. Group 50 patients, or 20 per cent, were regarded as 
suitable for ground floor welfare accommodation with “more help in 
dressing than is normal practice In two adjoining groups in the Oxford 
Renion, providing 2-2 beds per thousand population, there -was a waiting list 
of only 9 patients ; yet 179 in-patients were regarded as fit for discharge. 

Amulree 17 reported an average length of stay of 40 days for 88 per cent of 
the patients admitted to the geriatric unit at St. Pancras Hospital. Graham s 
reported an average length of stay of 31 days for 463 elderly patients admitted 
to London hospitals through the agency of the emergency bed service. At 
the Newsham General Hospital, 16 Liverpool, the average length of stay, 
excluding the long-term cases, was reported to be 47 days. In all three 
examples the length of stay was based on the time of occupancy of each bed, 
and was thus influenced by deaths, discharges and transfers. In the two 
hospitals at Bridlington, with 35 chronic sick beds, 4 patients had been 
considered fit for discharge but at the time of the survey the average delay 
was already 7 months. If it is accepted that 50 days is a reasonable estimate 
for occupancy, then 17 patients could have occupied these four beds durmg 
this seven-month period. 

Some geriatric physicians were, loath to discharge patients because of 
possible relapse. In one group the ‘physician said that she was unwilling to 
recommend the transfer of certain patients to welfare accommodation because 
she felt that they would be unhappy away from the hospital climate ; in 
another group the physician pointed out an apparently healthy man with 
Stokes Adams syndrome who had remained in the hospital for years but who 
could mot be discharged for fear of sudden collapse. It was not always 
appreciated that those on the waiting list might fee suffering through the 
delay in admission. 

There was frequent appeal for “Half-way Houses”, to accommodate 
those patients who were not acceptable to the welfare authorities and who 
did not require the hospital services; it was suggested that this type of 
intermediate accommodation would supply the solution to a recurring 
problem. The value of the Homes for the Aged Sick, ten of which had been 
established during 1950-54 in the London area by the King Edwards 
Hospital Fund for London, had been clearly recognised ; 2,000 patients had 
passed through these ten Homes, with a total of 325 beds, from geriatric 
units and, although they were sometimes referred to as “ Half-way Houses , 
their object was to enable the patient to continue his treatment outside the 
hospital precincts prior to discharge home. The Rest Homes, established by 
the National Corporation for the Care of Old People and maintained partly 
by the Regional Hospital Board and partly by the welfare authority, were 
designed to accommodate this type of patient on a more permanent basis. 
Both types of intermediate accommodation were connected with recognised 
geriatric units. The Guillebaud Committee appreciated the value of such 
“ half-way houses ” set up by voluntary organisations but maintained that 
the widespread introduction of a third type of accommodation, mid-way 
between the local authority and hospital provision, would be more likely 
to confuse than to clarify the position. 
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Many of the patients regarded as fit for discharge were veiy frail and 
needed considerable help with dressing, feeding and toilet which was not 
always available outside the hospital. The geriatric physician tended to over- 
estimate their number because he thought in terms of those no longer requiring 
the full services of a hospital ; yet a proportion would probably be unable 
to return home to independence, even with the assistance of the domiciliary 
services ; and a further group would require accommodation and staff of 
a type which the welfare authorities did not usually provide. The presence 
of an almoner or social worker, who was able to keep contact with the 
home, the relatives and the local authority, facilitated discharge ; the 
physician also had an important role since relatives with confidence in the 
hospital and the assurance that the patient would be promptly re-admitted 
should he deteriorate or relapse were more willing to accept his discharge. 
The geriatric physician at St. James’s Hospital, Leeds, made a special point 
of interviewing relatives shortly after the admission of the patient and 
again before discharge ; this “ Out-patients for relatives ” was well estab- 
lished and 937 interviews were given during 1955. The results clearly 
justified the time given. 



OUT-PATIENT CLINICS 

Some geriatric units included special out-patient clinics, both pre-admission 
and posit-discharge ; 2,396 such sessions were held in 1954 compared with 
2,127 in 1953. Most elderly patients, however, attended the ordinary con- 
sultative clinics and the physiotherapy or occupational therapy sessions pro- 
vided for patients generally. 

At Lee Hill Hospital, Durham, the consultant physician and the general 
practitioner clinical assistant held a weekly out-patient session to determine 
the need for, and priority of, admission of patients for whom application 
had been made ; there was a similar procedure at the Edgware General 
Hospital. At St. John’s Hospital, Battersea, Howell held two clinics a week, 
mainly with the object of starting the investigation and preliminary treatment 
of those on the waiting list for admission ; 278 patients were at different 
times attending these clinics, and a similar practice had been adopted at 
the Queens Hospital, Croydon. Howell maintained that he was thus able 
to prevent deterioration of those patients who were awaiting admission. 

Special out-patient clinics were thought to be most useful in the follow-up 
of patients discharged from hospital, in order to prevent or delay any 
relapse. At St. James’s Hospital, Leeds, a follow-up clinic for discharged 
patients was developing into a consultative out-patient clinic, providing 
medical supervision of the patients and an advisory centre for relatives. 
This clinic, working closely with the physiotherapy and occupational therapy 
departments, was thought to be a bed-saving service. At Nottingham patients 
were seen at intervals of three to six months after discharge from hospital, 
and the expansion of this out-patient clinic was restricted only by difficulties 
of transport. At the Cowley Road Hospital, Oxford, after-care clinics (in 
addition to pre-admission clinics) were conducted twice weekly by the 
consultant; 80 per cent of cases were seen at one month and selected 
cases at three and six months after discharge. At the Bermondsey Medical 
Mission a geriatric out-patient clinic was held twice a week and although 
mainly for the follow-up of discharged patients it iwas receiving growing 
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support from the general practitioners. At St. Alfege’s Hospital. Greenwich, 
a clinic was held once a week and was concerned mainly with after-care, 
for the physician considered that patients referred for opinion by general 
practitioners should be seen at the general clinics. At the General Hospital. 
Sunderland, there was an active out-patient clinic, both for initial diagnosis 
and for after-care and follow-up of discharged patients ; it had access to 
ample X-ray and laboratory facilities and all of the medical staff of the 
geriatric unit attended. At the West Middlesex Hospital clinic sessions were 
held four times weekly with the following objects : — (a) for consultant 
opinion sought by general practitioners ; ( b ) for the assessment of priority 
of admission ; (c) occasionally for assessment of suitability for admission 
to a welfare home or other accommodation ; ( d ) for follow-up of former 
in-patients, in order to prevent a medical breakdown. At the Langthome 
Hospital, Leytonstone, special out-patient clinics were important features 
of the geriatric service and about 250 patients attended each month. There 
were follow-up clinics for discharged patients, a psychiatric clinic catering 
for the mentally confused, and chiropody, dental and ophthalmic clinics. 
Attendances at the physiotherapy and occupational therapy centres were 
encouraged. 

In the Barnet group, on the other hand, the geriatric physician doubted 
the value of special out-patient clinics, and was impressed rather with the 
advantages of domiciliary visiting ; at the General Hospital there had been 
a geriatric out-patient clinic but the diminishing number of attendances did 
not justify its continuation. Lewis, at the Brook Hospital. Woolwich, main- 
tained that after-care was best carried out by domiciliary visiting, and that 
pre-a dmiss ion clinics were of limited value. At the Brighton General Hospital 
geriatric clinics had been tried but had proved unsuccessful, possibly because 
of the situation of the hospital at the top of a long steep hill ; the geriatric 
physician thought that a thorough domiciliary visiting service obviated 
the need for them. 



DAY HOSPITALS 

Possibly 75 per cent of chronic sick patients admitted to hospital show 
some psychiatric element which may arise from or contribute to the physical 
condition. One of the common characteristics of physical illness in elderly 
people is a transient mental confusion which normally disappears with 
physical recovery. This factor, if unrecognised, may confuse the clinical 
assessment and delay recovery. The Day Hospital recognises this and is 
based on the premise that psychiatric illness does not necessarily require 
a hospital bed ; it is primarily intended for mentally confused patients who 
need considerable care and attention. It is a comparatively new development 
with the following four objects : — 

(1) To prevent or retard physical or mental deterioration. 

,(2) To give respite to the relatives by relieving them of the care of the 
patients during the day. 

(3) To save hospital beds. 

(4) To permit the after-care of patients discharged for hospital, and to 

give appropriate treatment. 
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Day hospitals are usually sited in or near mental hospitals, but might 
be at general hospitals, particularly those with geriatric units ; in one instance 
(Nottingham) an occupational centre was administered by the local health 
authority. 

At the “ Day Hospital ” at the Cowley Road Hospital, Oxford, situated 
in the out-patient department adjoining the physiotherapy department the 
average number attending weekly was 45, and about 30 new patients were 
accepted every six months. About 75 per cent of patients discharged from 
the geriatric unit have attended this centre with a frequency of 1 to 5 days 
a week ; occupational therapy, physiotherapy and medical supervision were 
available, and a midday meal was provided. 

At St. James’ Hospital, Leeds, a “Day Occupational Centre” had 
been established for handicapped patients ; it started in 1952 as a follow-up 
clinic of patients discharged from the geriatric wards but was available 
to other specialities ; some patients, for whom hospital admission was not 
thought necessary, were accepted direct from their homes. They arrived 
by public transport or were brought by the hospital car service or by 
ambulance. They were mainly physically disabled or in a state of mental 
confusion. Some, after discharge, were referred to the disabled persons clubs 
administered by the local authority. This occupational centre or “Day 
Shelter” was closely allied to the follow-up clinic established at the same 
hospital where medical advice and physiotherapy were available, and was 
thought to have saved a considerable number of hospital beds. 

At Withington Hospital, Manchester, special out-patient arrangements 
for the elderly included daily rehabilitation clinics providing physiotherapy 
and occupational therapy. 

The “ Day Hospital ” in the Elizabeth Martland Unit (mental) of the 
Oldham and District General Hospital started in September 1952 through the 
joint efforts of the consultant psychiatrist and the Medical Officer of Health. 
At the end of 1954 eight patients were attending, but a year later the 
average daily attendance was four males and fourteen females. By this time 
32 persons had been taken off the register of whom 3 had died, 17 had been 
admitted to a mental hospital, 1 to the chronic sick wards and 1 to 
welfare accommodation ; the remaining 10 had been discharged. The patients 
were selected by the psychiatrist and, although they usually arrived at about 
nine a.m. and returned home in the late afternoon, the hours were not 
rigid and evening care was available. The “ Day Hospital ” was open five 
days a week and, because of its success, was being transferred to premises 
sufficiently large to accept 60 patients. 

The after-care centre at Nottingham, called the Nuffield House Occupa- 
tional Centre and sometimes referred to as the Octagon Club, was opened in 
May, 1955, after purchase by the local authority with a grant from the 
Nuffield Provincial Hospitals Trust. It was open five days a week from 
ten a.m. to four p.m. and a midday meal was served. Physical examination 
of new cases was not thought necessary or desirable, and physiotherapy was 
not provided ; occupational therapy was encouraged, and medical supervision 
and advice were available. At the end of 1955 4 male and 7 female patients 
were attending this centre, mostly every day. During its six months’ existence 
35 names had been registered and of these 8 had been admitted to mental 
hospitals, 2 to welfare accommodation, 1 had died and 11 had either improved 
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or, after a preliminary visit, ceased attendance. Almost all the patients 
were brought to this centre and the cost of transport was high, amounting 
to 20 per cent of the estimated cost of maintaining the centre. 

Not all authorities were agreed about the value of “ Day Hospitals ”, 
although many thought that they could form a valuable part of the mental 
health service. One geriatric physician considered that they would not be 
necessary if the district nursing service were developed and improved. “ Day 
Hospitals” served a comparatively small number of patients at the cost 
of considerable strain, both in money and time, on the local authority 
ambulance service. Undoubtedly they saved hospital beds and it may well be 
that their emphasis on occupational therapy and a substantial midday meal 
will be recognised by the organisers of the many hundreds of non-residential 
clubs. The sheltered workshop scheme in Finsbury, although not catering 
primarily for the mentally confused, or the physically infirm, has demonstrated 
the value of occupation. 



GERIATRICS 

Views of diverse nature were expressed about geriatrics as a separate 
specialty. At one extreme it was held that an elderly patient was one with 
a certain medical or surgical condition who was being or should be treated 
In the general wards of the hospital. It was denied that disease in the 
elderly had any special features. Geriatricians were regarded as medical 
practitioners of a clinical calibre who could not always claim equality 
with other consultants. Sociological difficulties influencing disease in old 
age were recognised but it was stated that these could be met by a good 
hospital almoning service. It was maintained that an increasing proportion 
of patients in the general wards were elderly and this belief was clearly 
supported by an analysis of the patients in the medical wards of the Edgware 
General Hospital, in which group there was, incidentally, also a geriatric unit. 

EDGWARE GENERAL HOSPITAL ( HENDON H.M.C.) 

The Change in Age of Medical In-Patients 



Table to Show Percentages of Total Cases Treated in Age Groups 
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Age 


























Group 


1939 


1947 


1951 


1955 


1939 


1947 


1951 


1955 


1939 


1947 


1951 


1955 


80+ ... 


•8 


2-3 


1-8 


5-9 





5-7 


6-7 


10-5 


■5 


4-1 


4-5 


8-3 


70-79... 


3-7 


9-9 


111 


15-0 


1-8 


12-6 


16-0 


24-4 


2-8 


11-3 


13-8 


20-0 


60-69... 


8-0 


18-5 


20-3 


22-3 


10-3 


13-4 


20-0 


19-6 


9-0 


15-7 


20-1 


20-9 


50-59... 


14-8 


25-2 


25-5 


25-1 


14-1 


17-6 


18-5 


15-6 


14-5 


21-1 


21-7 


20-0 


40-49 ... 


19-1 


18-9 


14-2 


11-4 


14-1 


16-4 


13-1 


12-4 


16-9 


17-6 


13-6 


12-0 


*9-39... 


53-6 


25-2 


27-1 


20-3 


59-7 


34-3 


25-7 


17-5 


56-3 


30-2 


26-3 


18-8 




100 


100 


100 


100 


100 


100 


100 


100 


100 


100 


100 


100 



* For the purposes of this investigation cases in the Children’s Wards have not been included. 



A similar pattern could be shown in most general hospitals and, to a 
lesser extent, in the teaching hospitals. An increasing proportion of the 
domiciliary visits undertaken by medical and surgical consultants was con- 
cerned with aged patients. The value of the rehabilitation of the chronic 
sick was fully appreciated but it was often stated that this could he better 
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achieved by experienced physicians rather than by comparatively young 
geriatric physicians with limited medical experience and clinical acumen. 
The consultant physician at the Lewisham Hospital, where there were only 
26 chronic sick beds for a population of 227,000, supported this belief 
by claiming the following advantages : (1) the special needs of the elderly 
could be met by the general physicians and it was good training for house 
physicians, particularly if they later entered general practice ; (2) it promoted 
a more optimistic outlook in the patients ; (3) there was more of interest 
in a general ward and the patients were happier there ; (4) it spread the 
burden of chronic sick nursing over the staff ; (5) it gave all nurses, including 
student nurses, experience of nursing chronic sick. 

There was considerable prejudice against geriatric appointments and 
some ignorance of the possibilities of rehabilitation. In one group of 447 
chronic sick beds, with no resident medical officer, the physician announced 
that he did not believe in geriatrics. In a nearby group of 417 beds the 
consultant physician, whose main interest was in paediatrics, was rather 
naturally unable to raise any enthusiasm for geriatrics and he had not 
visited the long-stay annexe for a long time. In another group the consultant 
agreed that he had only visited the long-stay annexe of 219 beds four 
times since the Appointed Day. The Hospital Board appointments were not 
always logical. In one group a paediatrician provided medical supervision 
of the chronic sick, in another a consultant in obstetrics and gynaecology, 
while in a third area a consultant anaesthetist decided on priority of 
admission and supervised their medical care. In one group with 281 chronic 
sick beds the consultant physician was allotted only one session a week 
for this responsibility, and it was evident that in some areas his main 
contribution was to recommend comfortable nursing and rest. 

Those in support of geriatric appointments maintained that such appoint- 
ments relieved the pressure on beds in the medical and surgical wards and 
thus accelerated the treatment of those in other age groups. The success 
of some geriatric units had been clearly demonstrated. In South East 
Northumberland Hospital Management Committee, with only 129 beds for 
a population of about 170,000, much had. been done to improve the wards 
and a geriatric physician of S.H.M.O. rank had been appointed ; an excellent 
service had resulted, with a waiting list of only OT per bed. In Pontefract 
and Wakefield another geriatric physician of S.H.M.O. rank, assisted by a 
part-time house officer, and a health visitor from the West Riding, had also 
proved his value. 

Much of the care of the chronic sick, particularly in the long-stay annexes, 
was undertaken conscientiously by general practitioners, but it was felt that 
the service would benefit if consultant advice were made more easily available. 
In one region with a largely rural population it was said that : “ Speaking 
generally, the service operating in the area lacks the desirable organisation 
which would result from specialist direction, coupled with acute facilities 
provided within areas of reasonable extent”. In the Shrewsbury H.M.C., 
with 490 chronic sick beds distributed among 9 hospitals, the medical care 
was provided entirely iby general practitioners ; in the Dudley H.M.C., 
with 590 chronic sick beds, the position was similar, and in neither case 
were the ancillary services well developed. Many geriatric units had been 
remarkably successful, but some had failed to make a real impression. 
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There was a tendency to think that the appointment of a geriatric physician 
would be the complete solution to the problem, and his responsibilities were 
sometimes limited to the daily treatment of the patients because of lack 
of junior medical staff and an insufficiency of almonmg, physiotherapy and 
occupational therapy assistance. In one area, with 166 chronic sick beds, 
there was no doctor in clinical charge, but it was said that the staff of 
the acute block “kept an eye” on the patients every now and then. In 
another group the geriatric physician had no control over the clinical treat- 
ment of the patients in two out of the three., hospitals with chronic sick 
wards. In Uxbridge H.M.C. the part-time geriatric physician made domiciliary 
visits for the group but had access only to the long-stay annexe of 25 beds. 

In 1953 a consultant in geriatrics was appointed to that part of Bucking- 
hamshire within the Oxford R.H.B.’s area and his services were shared by 
both authorities. He had clinical responsibility for the patients in the 
hospitals, he assessed the needs of aged persons seeking welfare accommoda- 
tion, and served as consultant to the welfare authority. The value in suitable 
cases of such joint appointments was evident. A similar appointment, but 
at the S.H.M.O. level, was made by the South West Metropolitan R.H.B. 
and the Surrey C.C. At the Femleigh Hospital, Stafford H.M.C., the visiting 
medical officer was responsible both for the hospital patients and for the 
welfare residents, which greatly minimised the difficulties of transfer of 
patients. 

It was sometimes thought that without the central drive of a person 
appointed to be responsible for the planning of the chronic sick services the 
best use was not always being made of the hospital beds, even though the 
treatment of individual patients might appear adequate. Some of the con- 
clusions reached by the surveying teams were as follows : “ A consultant 
physician who is heavily engaged in general medical work must, in our 
opinion, find it impossible to be responsible for seeing that the geriatric 
service in his area is working effectively ; because of this the work is 
done in a piecemeal fashion without any stimulating drive from any clearly 
responsible individual ”. “ Where a trained geriatric consultant was in charge, 
and particularly where he had reasonably adequate medical assistants and 
ancillary staff, the bed turnover was remarkably good ”, “ Two types of 
geriatrician were encountered during the survey, one whose whole time and 
interests were devoted to the care of the elderly sick, and the second who 
spent part of his time in general medicine. When geriatrics is being intro- 
duced into a community for the first time it is possible that the geriatrician 
with general medicine interests may prove more acceptable to his consultant 
colleagues. If, however, he were to cover a wide area and to carry out 
reasonably frequent pastoral visits to long-stay hospitals on the periphery 
he has not the time .to act as consultant in general medicine too ”, “ It is 
apparent that in areas where there is a consultant whose primary interest 
is in this category of patients, the service benefits incomparably ”. “ It was 
noticeable how much better the morale and general condition of the patients 
were in those units where medical attention in the specialty was available. 
It seems inevitable that however competent the physician in charge might 
be, the groups of chronic sick always take second place to the acute cases 
where part-time service in the specialty is given ”. 
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It was considered that the status of the geriatric physician would not 
necessarily be the sole arbiter of success, for such factors as experience, 
enthusiasm and personality were relevant. In some areas consultants had 
not entirely succeeded while S.H.M.Os. had achieved good results. In the 
South Western Hospital, Lambeth, the part-time geriatrician was a former 
general practitioner who had succeeded mainly by encouraging nursing, 
supported by occupational therapy and physiotherapy. The co-operation of 
her hospital colleagues was well established and she did not hesitate to 
arrange the transfer to their wards of those patients who required specialist 
medical treatment. Geriatrics is not a clinical speciality but is concerned 
primarily with degenerative changes and long-term illness and has as its 
object the physical and social rehabilitation of the patients, of which the 
latter is the more complex. The clinical opportunities are of unlimited interest 
and there are wide opportunities for research, but the recruitment of junior 
medical staff remains difficult and senior staff with suitable experience are 
not always forthcoming. In many places the chronic sick are well attended 
by the general consultants, and it would not be desirable to allow the 
question of geriatric appointments to be decided merely by the number 
of chronic sick beds. The efficiency of the existing services can be the only 
guide. If acute conditions in old age are admitted both into the general 
ward and into the geriatric unit then a dual service might develop at the 
expense of the chronic sick. Many geriatric physicians have had remarkable 
results and their successful methods have attracted wide interest. Their 
hospital colleagues in other specialities are in many places adopting some 
of their methods, and there is no doubt that in future years the “ modern 
geriatric approach ” will be the normal practice in most hospitals. 

NURSING 

The national statistics for the survey period gave a figure of 3-3 beds per 
nurse, varying from 4'5 in the East Anglia Region to 2 - 2 in the Liverpool 
Region ; the nurses included those trained, both S.R.N. and S.E-A.N., student 
nurses, pupil assistants and nursing auxiliaries. The number of nurses was 
often below establishment and 350 chronic sick beds were empty for lack 
of staff. Sometimes there were not enough trained nurses to supervise the 
work of the untrained staff ; sometimes there were insufficient pupil assistant 
nurses. There were constant changes in the nursing staff; at Pouchlands 
Hospital, Mid-Sussex H.M.C., the number of patients who could be accepted 
from the waiting list was subject daily to the number of nursing staff avail- 
able. The position was so serious in some areas that the absence of even one 
nurse for sickness or any other reason could disorganise the work in the 
wards. 

The difficulty of recruitment of nurses to the chronic sick wards reflected 
partly the poor working conditions, the slow turnover of patients and the 
frustration arising from beds blocked by cured cases. The work was often 
tiring and unpleasant and the majority of nurses preferred to work in the 
acute wards. The teaching facilities were hot always well developed, and 
some nurses felt that duty in the chronic sick wards implied a loss of status. 

Recruitment in some places was satisfactory ; this might depend on the 
scarcity of other employment, but was often largely the response to the 
personality and drive of the matron. Where there was an assistant nurse 
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training school recruitment was usually better, and the existence of an active 
geriatric unit was an encouraging factor. In some areas with remotely situated 
chronic hospitals reliance was placed on part-time nursing assistance. Much 
devoted work was done in these hospitals but in such circumstances it was 
not always possible to select staff of a consistently high calibre. 

The training of student nurses in the chronic sick wards was either not 
usual or occupied only a small part of their time. In the Newcastle General 
Hospital student nurses did not work in the chronic sick wards ; at St. Pancras 
Hospital, in the University College Hospital Group, part of the training of 
all student nurses took place in the geriatne wards. 

At the General Hospital, Bishop Auckland, with 39 chronic sick beds, 
there was a successful nurse training school fed from a well supported cadet 
scheme. At the Sharoe Green Hospital, Preston and Chorley H.M.C., the 
chronic sick wards adjoined the acute wards and the ward sister on each 
floor had responsibility for both ; by this arrangement it was foundi possible 
to attract sufficient nursing staff both for the chronic and the acute wards. 
At St. George’s Hospital, Leeds, a long-stay annexe of 279 beds, the occupa- 
tional therapist had four “ social aides These girls, aged sixteen to eighteen, 
naturally became interested in the patients and many later became student 
or pupil assistant nurses. 

Some hospitals employed male nurses in both the male and female wards ; 
the appointment of a male charge nurse to the female admission ward at 
St. Francis’ Hospital, Camberwell, whose duties were mainly administrative 
and tutorial, had proved entirely successful. 

Much of the success of geriatric work depended on the attitude and 
enthusiasm of the ward sister. In one hospital there were two separate ward 
blocks for the chronic sick : in one block all the patients were kept constantly 
in bed, many of them being doubly incontinent, senile, confused and apathetic ; 
in the other, with a younger and more imaginative sister, many of the patients 
were up for a few hours daily, very few were incontinent, and all were 
interested in their surroundings and in the visits of their relatives and friends. 

Nursing in the chronic sick wards was heavy and often irksome ; the results 
were rarely dramatic and the cures might only be partial. There was con- 
tinued frustration from being unable to discharge patients. There was often 
overcrowding and badly designed and equipped accommodation. In spite 
of these conditions' a very great deal of skilled and devoted service was being 
given by the nurses to the chronic sick patient. 

HOSPITAL ANCILLARY SERVICES 

The ancillary services included, to a greater or lesser extent, physiotherapy, 
occupational therapy and almoning ; to some geriatric units there might also 
be available a chiropodist, a remedial gymnast, a speech therapist or a 
psychiatric social worker. Adequacy of ancillary staff depended on the extent 
to which the principles of a geriatric service had been adopted. There was 
for the 295 chronic sick beds in the Hull Group, at the time of survey, a 
serious lack of ancillary services ; a similar picture obtained in the Doncaster 
group, with 191 beds. At the Cowley Road Hospital, Oxford, with 241 beds 
in a group containing 353 chronic sick beds, there were five whole-time 
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physiotherapists and five orderlies, three trained occupational therapists and 
one orderly, two almoners, one radiographer and one psychologist ; a 
pathological technician attended thrice weekly, a chiropodist once a fortnight, 
a dental surgeon once a fortnight, a speech therapist twice weekly and a 
surgical instrument maker once weekly. 

Physiotherapy 

The services were usually inadequate to meet the demand and the needs 
of the chronic sick were not always appreciated. The wards were often too 
small or overcrowded to permit physiotherapy other than by individual treat- 
ment, and the constructive advice and supervision of the doctor was not 
always evident. Group physiotherapy, which was economical of time and 
manpower and was of particular encouragement to elderly patients, was 
sometimes difficult to arrange because of the remoteness of the chronic wards 
from the physiotherapy department. At one hospital the patients could not 
attend the physiotherapy department unless they were ambulant, because of 
the absence of a lift ; at St. David’s Hospital, Cardiff, there were not sufficient 
porters to escort the patients from the wards to the physiotherapy department, 
and so reliance had to be placed on individual treatment in the wards. A 
remedial gymnasium at St. James’ Hospital, Leeds, was opened in 1952. 

It was estimated that in the following year the physiotherapists spent ninety 
hours weekly on chronic sick patients ; 493 patients in the geriatric unit and 
in the chronic wards were treated. In rural areas it was more difficult to 
organise physiotherapy and it was sometimes thought that the services were 
spread too thinly over too large an area to secure the best results. 

Physiotherapy for chronic sick patients needs to be simple and group 
remedial exercises play a large part in their rehabilitation ; massage, exer- 
cises and retraining are the basis of what is necessary. The work of the 
physiotherapists at the South Western Hospital, Lambeth, was supported by 
group exercises conducted by one of the more responsible patients in each 
ward. One of the ward sisters at Birch Hill Hospital, Rochdale, successfully 
organised exercises to music. The group exercises in the female hemiplegic 
ward at St. Francis Hospital, Camberwell, ensured the maximum amount of 
treatment with the economical use of physiotherapists. Each ward at the 
Manor Hospital, Derby, had its walking gangway, platform with steps and 
a supply of three-legged or four-legged walking sticks; the physician con- 
sidered that, if there were more space, the more rapid turnover of patients 
would justify the reduction in beds. 

Occupational Therapy 

Occupational therapy in wards for the chronic sick could be very dis- 
heartening. Many female patients were interested and active, but the elderly 
men were mostly apathetic and disinterested, and if was often difficult to 
stimulate and retain their co-operation. Occupational therapy, which might 
take the form of diversional therapy, was a definite aid to the physical and 
mental rehabilitation of those patients who were sunk in inertia and had 
lost confidence in themselves. Much was being done, time permitting, by 
nurses to supplement the work of the occupational therapists. At St. Mary’s 
Hospital, Scarborough, the nurses regarded diversional therapy as part of 
their responsibilities, wittuveiy encouraging results. In some hospitals volun- 
tary workers assisted in this work. 
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Tile relative shortage of occupational therapists undoubtedly retarded the 
rate of recovery of patients and it might be necessary, as with physiotherapy, 
to concentrate the service on those who would benefit rather than to spread 
it too thinly over a wide area. 

Almoning 

It was frequently found that the work of the geriatric physician was 
handicapped by lack of almoners. The almoner, or medical social worker, 
was usually able to justify her appointment many times over by her contact 
with patients and their relatives, voluntary organisations and local authority 
services, such contacts facilitating the discharge of patients. The almoning 
service need not necessarily wait upon the provision of a trained almoner 
who may not be readily obtainable. The surveys noted that it was being done 
successfully by persons with practical experience of social work and by 
others without formal training but with a flair for this type of work. The 
social worker to the geriatric unit at St. Helier Hospital, Carshalton, had, 
without special qualifications, proved completely successful. 

For the 2,212 chronic sick beds in Wales there was the equivalent of 
one full-time almoner in Cardiff and one in the Caernarvon and Anglesea 
area ; elsewhere the services were very limited. 

In one group, with 3-4 chronic sick beds per thousand population, the 
service should have been very effective, for there was a consultant geriatric 
physician assisted by keen junior medical staff ; but a part-time almoner 
could not give sufficient attention to the considerable number of beds blocked 
by cured patients. Much of the social assessment of patients for the geriatric 
unit at Eastbourne was undertaken by part time health visitors from the 
County Borough and East Sussex C.C. These health visitors were concerned 
primarily with the visiting of those on the waiting list. 

The social worker may be concerned with the patient before admission, 
while in hospital and, finally after discharge. She may undertake a domiciliary 
visit, with or without the geriatric physician, in order to assess the social 
conditions ; she will thus be aware of the home conditions to which the 
patient will later be discharged. She will maintain contact with the patient’s 
relatives and will concern herself with his personal difficulties ; she will serve 
as a link between the hospital and the local authority. She may, at the 
request of the geriatric physician, follow up patients after discharge from 
hospital. 



IV 

LOCAL HEALTH AUTHORITY SERVICES 

About 95 per cent of old people live at home and the majority of them 
wish to retain their independence for as long as possible. Many, however, 
live under conditions of great hardship. Sheldon’s 19 enquiry in Wolverhampton 
in 1947 suggested that about 10 per cent were either bedfast or housebound. 
The 1 per cent sample in the 1951 census revealed that 750,000 elderly women 
and 168,000 elderly men lived alone and that one in fifteen of all households 
were occupied by one person, who was over the age of sixty years. Exton- 
Smith 20 in his survey of 215 persons referred to the St. Pancras Hospital 
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geriatric unit for admission, found that 92 per cent lived in tenements or 
flats and less than one-quarter of these elderly people lived at street level ; 
the embarrassment of stairs prevented many from going out. Geffen and 
Warren 21 found that three-quarters of the 1S9 cases referred to the Hampstead 
Public Health Department had to negotiate at least one flight of stairs ; 17 per 
cent of the applicants were either bedridden or bedridden and incontinent, 
and 22 per cent of the premises ware definitely insanitary or dirty. In Sheffield, 
Hobson and Pemberton 22 showed that, while only 2 .per cent of people of 
pensionable age were in hospital at a given time, about 46 per cent were 
receiving regular medical attention ; 31 per cent of the women and 26 per 
cent of the men had some restriction of outside activities, while 14 per cent 
and 3 per cent were confined to the house. In a socio-medical survey of old 
people living in private households in Dorset 28 there was no evidence of 
overcrowding, but nearly 20 per cent of the rural houses were sub-standard 
in respect of structure, furnishings and fittings. 

Large numbers of old people live in conditions of such isolation that 
many become housebound, or even bedridden, before their plight comes 
to the notice of those who could help them. Gefien and Warren referred to 
the way in which the Medical Officer of Health could ‘ prevent the very 
breakdown he is now called in to mend ”, The City of Aberdeen m 195 
attempted to register and visit such old people as were likely to need help, 
in particular those living alone or those elderly couples without relatives at 
hand ; 818 names were registered, and most of these were visited and their 
needs assessed. 

Some local authorities also maintained special services designed for the 
welfare of old people. For example, Birmingham Corporation, in addition to 
the normal domiciliary services, provided a night sitter service, a laundry 
service for the bedridden and incontinent with the loan of linen and blankets, 
and a staff of 15 “ bathing attendants ” ; these services were supported by the 
Council for Old People which among many other activities, had established 
an extensive chiropody service.- 

Health Visitors . ' 

The Secretary of the Department of Health for Scotland^ 0 said in 195« 
that the Medical Officer of Health should be “ as much concerned with old 
persons as he is. for example, with pre-school children The survey revealed 
considerable differences of opinion regarding the role of the health visitor. 
Many Medical Officers of Health thought that routine visiting of the chronic 
sick and those living alone would be desirable, but few were prepared to 
reorganise the health visitor’s work to allow this. They felt that a more 
vigo r ous programme would need additional health visitors, and in many 
places they were already below establishment. There were three health visitors 
in Hartlepools compared with an establishment of nine ; in Southampton there 
were seventeen health visitors, but the establishment was thirty-five. Ope 
Medical Officer of Health had said: “ It was felt that if the suggestion made 
in the National Health Service Act that they should advise the whole 
family was taken too literally, it would result in a. deprivation of the 
services where experience shows them to be most valuable . The 'Principal 
Health Visitor Tutor of Aberdeen has said : 26 “ The field of opportunity in the 
care of the elderly is only comparable with the pioneer work in child health 
which lay before the health visitor in the early part of this century. For this 
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work she has unique qualifications ; her nursing training and hospital work 
make her aware of the degenerative conditions that inevitably accompany 
age ; her training in public health and in prevention of disease enables her to 
realise the value of delaying for as long as possible mental and physical 
deterioration ; and her constant association with normal families gives her 
the unsentimental and practical outlook that is so necessary, especially where 
the needs of an aged relative conflict with the needs of the young family. 
Perhaps even more important, she is already accepted in the home as a 
welcome visitor and a source of help and advice ; and unlike other social 
workers she does not have to delay her visit until summoned in time of 
emergency 

Some local authorities had appointed specialist health visitors for this 
work. In Bristol there were four such senior health visitors whose responsi- 
bilities included interviews, home visits and contacts with general practi- 
tioners, almoners and voluntary organisations ; they also assessed the home 
conditions of applicants for hospital or welfare accommodation ; after four 
years there were 2,986 old persons on the register, and 2,591 home visits were 
paid in 1953. The specialist health visitor at Salford was assisted by four 
clinic nurses. In addition, four hygiene attendants concerned with personal 
hygiene, including bed bathing, devoted part of their time to the care of the 
old people. This specialist team in 1954 dealt with 3,081 elderly people, 
including 1,079 new cases. The three special health visitors at Birmingham 
visited the chronic sick and infirm regularly in their homes. Several Metro- 
politan boroughs employed special visitors for old people who might be 
women sanitary inspectors or retired hospital nurses. 

_ Some local authorities preferred that all health visitors should include 
this responsibility in their normal duties and it was suggested this method 
appealed to the health visitors themselves. In Smethwick, where the health 
visitor was used as an all purpose social worker, there was a register of all 
elderly people who were included in the routine visiting of the district health 
visitors. At Swansea ten “ clinic nurses ” appointed to undertake duties not 
requiring specialist experience or qualifications, relieved the health visitors of 
time-consuming routine duties. It was considered important that health 
visitors should keep records of those old people whom they visited and in 
Canterbury they were issued with specially prepared record cards. There 
the Medical Officer of Health thought that perhaps 10 per cent of the old 
people needed supervision and although chronological age was not the only 
guide, he estimated that a quarterly visit would suffice for those under eighty 
years and a monthly visit for those above that age. 

In January, 1955, a health visitor of .West Ham was appointed liaison 
officer to the geriatric unit at Langthome Hospital ; she attended the hospital 
twice weekly, visited the home before discharge of the patient and continued 
to visit after discharge until a routine had been established, when the case 
was transferred to the district health visitor. At Eastbourne, Darlington, 
Carlisle and Bournemouth, assessments of home conditions were made by 
health visitors on behalf of Hospital Management Committees ; this system 
was not always welcomed by general practitioners because they felt that 
their recommendations should be accepted without question. At Leeds and 
Rotherham health visitors kept under supervision, patients discharged from 
hospital and such out-patients as required this service. 
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The health visitors in Buckinghamshire were preparing a register of 
old .people in need of care and advice, and were featuring the care of the 
elderly in their health education programme ; there was thought to be a 
need for the instruction of the family in bed and ambulatory _ care. Home 
visiting in Middlesbrough was undertaken by five trained geriatric nurses 
attached to the health visiting staff who maintained a register and referred 
cases of difficulty to the health visitors concerned ; they undertook bathing, 
head washing, care of the feet, and gave advice on health and diet. In 
Newcastle a register of old people was kept by the local authority almoner , 
record cards were prepared and passed to the health visitor for that district. 
Tn the LCC area the conception of the health visitor as family adviser 
was accepted 'in principle ; in addition some of the metropolitan boroughs, 
e.g. Islington, Paddington, St. Marylebone, had appointed special Home 
Visitors with responsibility for the aged in their areas. 



In rural areas health visitors often had a more detailed knowledge of 
the infirm and chronic sick because of their combined duties ; the health 
visitors in eg Radnor, Herefordshire and Westmorland were also home 



nurses. 

Health visitors pay about one million visits annually to old people. 
4 760 out of 77,653 home visits made by health visitors in Oxfordshire in 
1953 were to old people. It was thought that the health visitor was well 
qualified to play an active part in this enlarging field, and that if she were 
brought in at an early stage, her advice on diet, hygiene and general care 
could .prevent many catastrophes. It was not suggested that she should regard 
it as part of her duties to visit all old people in her area, but should limit 
her attentions to those special cases, for example, the mentally or physically 
infirm, where her mobilisation of the other services when required could 
sometimes obviate the need for hospital. Where she has been used intelligently 
good results have been manifest. 



Home Nursing 

A great part of the time of the Home Nurse was devoted to the elderly 
chronic sick. The local health authority statistics for 1954 showed that 34 per 
cent of the patients attended were sixty-five years of age or over and 45 per 
cent of her visits were paid to patients in the same age group. In Glasgow, 
in 1949, eight per cent of elderly persons required the attention of home 
nurses. In two London Boroughs 28 it was found that about 1,500 of the 31,000 
households with older people “ living practically on their own ” were pro- 
vided with home nurses and/or home 'helps; of this number 13 per cent 
of the males and 21 per cent of the females were bedridden, and about a 
third of the patients needed daily nursing. Twenty-two per cent of the 189 
cases referred to the Hampstead public health department 21 were receiving 
home nursing, and it was considered by the Medical Officer of Health that 
almost two-thirds of these should have been in hospital. 



In many cases daughters and relatives gave devoted nursing care but 
the nursing of chronic sickness without relief could prove an intolerable 
strain ; the home nursing service provided the skill and the relief that were 
necessary. Moreover experience and skill beyond that of the untrained was 
needed for guidance . and relief. The Home Nursing Service was generally 
of a high standard although there were reports of local weaknesses due to 
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unsatisfactory organisation or to difficulties of recruitment. In many places 
it was suggested that more home nurses would be needed in the future and 
that already they were shouldering responsibilities which should rightly have 
been assumed by the hospitals. Much of the home nurse’s time was concerned 
with chronic sick awaiting admission to hospital. A common criticism con- 
cerned the premature discharge from hospital of patients who still required 
nursing treatment ; there seemed to be a lack of liaison between the hospitals, 
home nurses, and general practitioners. There was need for a wider use of 
gadgets and aids to movement, and for instruction of the relatives in simple 
nursing care. 

State enrolled assistant nurses comprised about 15 per cent of the home 
nursing establishment. It was felt that more should be employed for they 
could undertake much of the homely bedside nursing care now being done 
by the state registered nurse, which would allow the latter to devote more 
time to skilled nursing and to the instruction of relatives. One survey con- 
cluded that the employment of more assistant nurses and nursing auxiliaries 
should be encouraged. They would work under the guidance and supervision 
of fully qualified district nurses. In Hull, where four male nurses were 
employed to care for elderly men, there was some prejudice against the 
employment of assistant nurses although the principle was accepted that 
much could be done by assistant nurses under the supervision of trained staff. 
State enrolled assistant nurses were employed at Coventry, Bristol and 
Burnley and, at Coventry, the supply exceeded the demand. 

The home nursing service in one County Borough was organised through 
the agency of the Queen’s Nurses. The Medical Officer of Health would also 
like to enrol helps with British Red Cross Society or St. John Ambulance 
Brigade training to undertake minor duties such as bedmaking, washing and 
hairdressing. He felt that recruitment would present no difficulty. Two bathing 
attendants, formerly ward orderlies, were employed at Burnley to give 
personal services and baths ; a similar arrangement obtained at Oldham, 
where there was also a bed linen service at the District Nurses’ Headquarters 
to serve the incontinent patients. The home nurses in some places included 
a foot toilet service for their patients. In other places they attended those 
temporarily ill in welfare accommodation. The importance of an evening 
nursing service was appreciated and at Dewsbury the service was available 
day and night. 

In East Sussex the majority of the home nurses had other responsibilities ; 
they visited the infirm at home and attended the ill in welfare homes. A 
happy relationship existed between them and the voluntary workers, but 
there was little liaison with the hospitals regarding the care of discharged 
patients. The County Nursing Association maintained a mobile physiotherapy 
service which gave 12,414 treatments in 1953, two-thirds of which were to 
“ chronic ” patients. 

A high proportion of the home nursing service was devoted to the care 
of the elderly chronic sick. Some of these patients should have been in 
hospital. Although it was often alleged that the hospitals were shelving their 
responsibilities it was recognised that some old people elected to remain 
at home as long as possible, and that the home nurses were performing a 
kindly and valuable service for the elderly chronic sick. 

34 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Home Helps 

The 1954 statistics showed that the thirty-two thousand home helps, most 
of whom were part-time, attended 204,992 cases. 62 per cent of these cases 
were aged sixty-five years or over. The service had extended rapidly m recen 
vears but the demand was rarely satisfied. The mam demand was on account 
of old people living alone, some of whom might otherwise have become 
helnless and homebound through lack of assistance. The service was also of 
assistance to families who could not devote sufficient time to their aged 
Natives The home help concerned herself largely with housework but 
usuahy undertook many varied and valuable services, such as washing linen 
and clothes writing letters. There was need for close co-operation with all 
ffie other members of the health team, e.g. health visitors, home nurses 
and with the voluntary services. 

Manpower and financial restrictions limited the recruitment of home helps 
and the service was usually available only during office hours though 
a notable exception to this included Somerset and Northamptonshire. It was 
not always easy to recruit the most suitable type of person for this work 
Lectures and demonstration courses were given to home helps in Darlington 
and in other places. There was criticism of the practice of sudden withdrawn 
of the home help from a household to meet an emergency elsewhere, but 
this seemed inevitable with the limited number available. 

The home help organiser in Gateshead, and in other places, visited 
the home after assistance had been withdrawn to ensure that the old person 
could continue independently. In many areas the service was thinly spread. 
In Tynemouth a help was rarely supplied for more than two weeks for any 
one person and never for longer than six weeks. In Carmarthenshire on the 
other hand, although the home help’s duties were limited to domestic 
cleaning she could if necessary devote up to twenty-fours hours a week to 
the care of any one individual. In Sunderland no assistance was given if a 
daughter lived in the town, while relatives in one Cheshire division were 
sometimes employed as home helps if they were compelled to give up their 
work because of their family responsibilities. Some home helps returned 
voluntarily in the evenings to make up beds and mix drinks, an example of 
this being found in Bury. 

The service was organised in many different ways. In Sunderland a 
medical certificate was required and had to be renewed every six months. 
In the West Riding, as in many other places, the need was decided by the 
Superintendent Health Visitor who also here organised the service. In Hartle- 
pool, where 223 elderly persons could be supplied with a home help 
only’ once a fortnight, the organiser made the first visit and decided on need 
The home help organiser in one Lancashire division advised the hospita 
almoner on the home conditions of patients recommended for discharge. 

In Buckinghamshire a “Friendly Neighbour” scheme had been started 
and some elderly people in villages were being helped by neighbours who, 
for this service, were responsible to the domestic help organiser. These 
“ friendly neighbours ” were paid under the home help scheme a flat weekly 
rate for the service they provided rather than the hourly rate normally paid 
to home helps. 

For old people living in municipal houses the Housing Committee in 
Carlisle employed one whole-time and three part-time visitors who visited 
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the older tenants and asked for domiciliary health services when they were 
needed. There were plans in Burnley to provide resident home helps on 
those housing estates with large numbers of elderly persons living in isola- 
tion. The resident help (or warden) would be able to visit the elderly people 

regularly and would co-operate with the health department. 

The appointment of a home help organiser usually resulted in a more 
efficient service. Most local authorities, because of the irregular demand 
relied on part-time staff with a small whole-time nucleus. Some general prac- 
titioners claimed that, if the service were developed, elderly people could 
remain at home. Many local authorities felt, however, that the service was to 
a large extent masking the deficiencies of the hospitals. It was stated in 
one town that home helps were required to devote so much of their time to 
■the chronic sick that they could give little attention to the elderly infirm 
The weakness of the service in most areas has been its limitation to week- 
days, but it has proved of inestimable value to old people. Many home helps 
worked under intolerable conditions yet, sometimes with the assistance of 
sanitary inspectors, they contributed greatly to the continuing independence 
of the elderly at home. 



V 

WELFARE SERVICES 

The statistics from the survey showed 64,886 beds in residential accommoda- 
fion provided or maintained by Welfare Authorities. The return from the 
Welfare Authorities of persons resident on .the night of 1st January 1955 
in accommodation provided under Part III of the National Assistance Act' 
1948 gave a figure of 69,162, of whom 49,513 were elderly. This disparity 
can be explained by the fact that the former figure was a summation of 
information obtained from surveying teams, whose visits extended over a 

t' l laUer fi f Ure related to one Particular date. Perhaps another 
10-15,000 would have made private arrangements for accommodation in homes 

V volunta £y organisations. On the basis of accommodation 
provided by welfare authonties for all age groups there were 1-5 beds per 
1,000 Jtopulation, varying in the different hospital regions from 1-3 to T9 

f ,T‘ y CO “ nd ! s prOTided 0-5 to 1-5 places per 1,000 population; 
while half of the county borough councils provided as much as 1-5 to 2-5 
places. Such figures, as a means of comparison, did not necessarily give a 
f progress; 2-0 places per 1,000 was reached by an area 
which had not opened any new homes, while one of the lowest figures for 
th^nntry was shown by an authority which had provided Z ZTnZ 

Since the war 798 small homes had been onen^ri w/ffh oms***. j , • 
for about 23,000 persons ; 43 of these homes were new buildings the rematoder 

st L— 1954 *■“ *■»» - . -.Tsrs 
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It was commonly reported that the age of those admitted was steadily 
rising, that they were increasingly infirm both physically and mentally, and 
that those transferred from hospital on an exchange basis differed little from 
those sent to hospital. In Durham County 60 per cent of the residents were 
over 70 years of age and 20 per cent over 80 years of age. In Darlington 
36 per cent of the residents were over 80 years of age. In the L.C.C. 27 per 
cent of the men admitted during 1953, and 37 per cent of the women, were 
over 80 years of age. 

There was a total waiting list of 7,354, equivalent to 1 for every 9 
beds. This figure was not regarded as an exact indication of demand ; a pro- 
portion, perhaps one quarter to one third, might be considered urgent, but 
a larger number had been accepted in view of future needs. The majority 
were women, usually living alone, and nearly all were having assistance from 
the home help service. In York City there was a waiting list of 24 women 
but none for men ; in fact there were 16 vacant beds on the male side. The 
welfare department at Leeds divide their applications into three categories 
of urgency: category (a)— people living alone and having no relatives who 
could help, people living unsatisfactorily with relatives or friends, and people 
living under bad conditions ; category ( b ) — people living alone but receiving 
a certain amount of attention from relatives or neighbours ; category (c) — 
people living in lodgings or with relatives, at present receiving adequate care 
but only under overcrowded conditions. In Brighton twenty-four applicants 
had already been waiting more than two years, and eleven of these were over 
eighty years of age ; at Eastbourne, on the other hand, each of fourteen men 
on the waiting list had been offered a vacancy which had occurred in the 
summer, and all had refused. 

The welfare accommodation was not always well distributed. Elderly 
persons were reluctant to accept offers at homes or institutions far distant 
from their present locality ; they might continue to live at home until they 
became a hospital responsibility. The opening of a new home immediately 
stimulated demand ; conversely, 'the demand seemed less in those places where 
it was decreed that applicants should be admitted first to the institution and 
later, if suitable, transferred to small homes. All applicants at Newport 
remained at the institution for four months before transfer elsewhere. At Hull 
there were vacancies at both institutions, yet there was a waiting list for 
residential accommodation of 110 ; this was explained by the fact that many 
of this list preferred to wait for a possible vacancy in a small home rather 
than to accept an existing vacancy in a large institution. The demand for 
accommodation was greatest in winter although in some places adjoining 
seaside resorts the converse sometimes applied, for it was alleged that elderly 
people were encouraged to leave boarding houses during the summer months 
to make room for holidaymakers. 

Applicants for admission were usually visited by the district welfare 
officers, many of whom were formerly relieving officers. At Bradford the 
applicant was first seen by the district welfare officer and then by the 
assistant medical officer of health ; in a Lancashire Division the needs were 
assessed by the health visitor on behalf of the welfare committee. The general 
practitioner was usually consulted and sometimes a medical certificate was 
required to state fitness for admission. The staff of the welfare department 
usually continued to visit those on the waiting list and to inform their 
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cmtof aft?r°*e W SerVices be needed - althou S h « some areas no further 
contact, after the preliminary visit, was made. In one town, in place of the 

office th ^ appllcant was summoned to the office of the chief welfare 
officer. A domiciliary visit by the welfare officer enabled him to assess the 

tere 6 359 and 5 Or* SOmet ™ es r to su SS est a satisfactory alternative. There 
80 tern olarS o ft, Darlm ? ton in 1953 : 131 were admitted and 
p ^ he Waitmg Ilst: for the remaining 148 satisfactory 
fro^we'lfar rrangemen !!i Were made ' Fifty - e ight P er cent of those discharged 
ih Z ^ acco ™™? daUon “ Darlington in 1953, and 70 per cent of 
■ th ? W f Rld “S- returned home. It was sometimes suggested that 
ffiah Ph and al “ d mental .standard required by welfare authoritfi was too 
high , and while the majority were willing to retain their infirm residents 
there was a reluctance to accept the very frail. It was reported in Leeds that 
many patients were lit for discharge from hospital to home but not t0 
welfare accommodation because of the standards set by the welfare authori- 

^'‘■ mimMeTatiSon^ ^ that the appIicant 

visited welfare residents for whom hospit/ admiSon Z sougM 
old people at home if there was doubt about their proper destination The 
county assistance officer m Buckinghamshire was advised on individual 
to tbe y i^ e gen d tn ° phy l clan who also reeved as a medical consultant 
t?sif h rf f d le resldents -i n East Sussex, as in other places, the home nurses 
visited . residents in welfare accommodation when required. In Swansea 

toio^^ t m rh Ca i-° ffiCer ° f h t alth reguMy visited welfare acoommo- 
and m Chesh >re some applications for admission into such accom- 
modation were referred to the medical officer of health. 

1,990 residents in welfare accommodation, including 750 in the LCC 
area, were considered by the welfare authorities to be in need of hospital 
care; in some regions there were 100 to 150 such patients, but in the Liver- 
pool region there were only 18. Some welfare authorities seemed to carry 
“ ““ duIy large , burden; 79 of the 132 welfare residents in Gateshead! 
mostly women, had been agreed with the hospital management com mi ttee 
bospIt£d responsibility. The transfer of such cases raised certain 
difficulties, m Birmingham a welfare bed was kept for 21 days if the 
patient, then in hospital, showed a good prospect of early recovery. 

The inevitable increase in infirmity among residents was clearly appreci- 
ated, and some authorities had provided for this development, and for 
h^ P Tb ry f l IneSS '- At - F “ 1WOOd ’ in Pre ston, there was a twelve-bed sick 
« er m . stltutIon at HartIe y House, Kent, had been adapted to 
receive the infirm ; it accommodated 82 women, with an average age of over 
eighty years, all of whom were ambulant ; but 15 were incontinent, including 6 
doubly incontinent. At “The Poplars”, Wolverhampton, 7 out of the 22 
and 6 out , of , 10 women, who were considered to need hospital 
eatment were doubly incontinent. There was reluctance in some places to 
appoint staff suitably experienced for such conditions for fear of aggravating 
a position which some welfare authorities would not accept as their responsi- 
bility Tribute must be paid, however, to the devoted care being given to 
the chronic sick and infirm in many of the large institutions by unqualified 
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attendants. Some county boroughs employed night attendants and were pre- 
pared to give some degree of nursing care, but fewer county councils had 
recognised the need. 

Some welfare authorities had been criticised for their lack of provision 
for the infirm and for their failure to recognise that, with the development 
of the domiciliary services, the demand for admission would be delayed and 
the age and the frailty of the applicants for admission would inevitably 
increase. There was a need for more ground floor accommodation, or its 
equivalent by means of lifts. Only 76 of the 877 beds in five welfare 
authority areas in Wales were on the ground floor. In many places it was 
reported that half of the applicants were unable to climb stairs. Unfortunately, 
it would seem necessary, until suitable new accommodation can be built or 
older properties adapted and provided with lifts, to retain a large part of 
the existing institutional accommodation for the frail ambulant. 

Suitable housing schemes for old people might reduce the pressure on 
welfare accommodation. In Somerset, Dorset and Buckinghamshire housing 
authorities had erected groups of dwellings for the elderly, and the county 
councils contributed to the cost of resident wardens ; the wardens, who 
really acted as “ good neighbours ”, undertook certain supervisory duties, 
gave assistance in the event of sickness or other difficulty, and were able 
to provide meals man emergency. 

With the disappearance of the Poor Law many welfare authorities wel- 
comed the opportunity given by the new legislation to provide a more 
normal way of life for residents in their homes. New small homes came 
into being and here, in comfortable surroundings -and a friendly and informal 
atmosphere, residents were able to continue their independence and to 
give help in the house or garden, while handicrafts and other diversional 
occupations were encouraged. Consequently many residents in such accom- 
modation improved rapidly after admission and a slowly increasing pro- 
portion were being discharged when suitable facilities existed. Nevertheless, 
it was found in some communal homes that there was an atmosphere of 
stagnation and the residents were not allowed to assist in any way. This 
sudden transition from occupation in their own homes to enforced idleness 
in welfare accommodation soon created, after a period of relief, an attitude 
of despair and apathy. One welfare officer announced that old people in 
welfare homes “ should be fed, housed, and left alone ”. 

Some hospitals, during the summer months, when the pressure on beds 
was not so acute, provided temporary accommodation for the chronic sick in 
order to give them the benefit of any necessary rehabilitation and to relieve 
their relatives. Some welfare authorities made a similar practice, e.g., 
Peterborough, Derby and Nottinghamshire. In Anglesey, during a year, there 
were eight such admissions, and a similar practice obtained in a Lancashire 
division. It is possible that if this method were more widely developed., then 
the ultimate demand for permanent accommodation would be less. Although 
it would not be possible or desirable to keep a home designated for this 
particular purpose, the reservation of two or three beds in each welfare 
home might ultimately prove an economy. 

The persistence of waiting lists was evidence that existing provision fell 
short of need. There was a shortage of suitable accommodation and staff to 
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cater for the infirm aged. The position was such that in some areas able- 
bodied persons were living in welfare homes, the frail ambulant were 
occupying hospital beds while chronic sick were dying at home under bad 
conditions because hospital admissions could not be arranged. The Ministry 
of Health Circular 3/55 suggested that in heavily populated areas where 
suitable sites were difficult to find, it might be reasonable to build homes 
of up to 60 places to receive the more infirm. There was also need for a 
better understanding between the welfare authorities and the hospitals regard- 
ing the disposal of those borderline cases not obviously acceptable to either. 



VI 

SERVICES RENDERED BY LOCAL AUTHORITIES OR 
VOLUNTARY BODIES 

A considerable number of voluntary agencies concerned themselves 
largely with the care of old people, and in many places local Old People’s 
Welfare Committees, representative of many interests, had been established. 
In 1954 there ware 1,150 such committees with a wide range of activities and 
a varying degree of success. Much of their time was devoted to visiting old 
people at home. In rural areas, with their special difficulties because of 
the distances involved, neighbours and friends played an increasingly 
important part. 

Co-operation between the voluntary organisations and the welfare 
authorities, or even between the different voluntary organisations, was not 
always well developed. Circular 11/50 had drawn attention to the need and 
to the opportunities for co-operation. 

The Director of Civic Welfare in Salford had published a booklet giving 
details of the national, local and voluntary services available to old people ; 
it was clearly set out and had proved of considerable value. The booklet 
contained a stamped and addressed postcard for the use of the visitor or 
the old person himself in case of need. A “Companionship Circle for the 
Elderly”, whose membership includes 37 organisations, had started in the 
same city ; it was closely linked with the welfare department and had a 
very large nominal roll of home visitors. The large number of voluntary 
organisations in Tynemouth were co-ordinated by the welfare officers. One 
of the sanitary inspectors in Durham was hon. secretary of the very successful 
Old People’s Welfare Committee. In Buckinghamshire the hon. secretary 
was the county assistance officer. A great deal of voluntary work in the 
Sheffield area was being done by members of the British Red Cross Society 
and the St. John Ambulance Brigade, who might devote one to two evenings 
a week to home visiting. The welfare department iat 'Leeds appreciated the 
danger of old people being found in dire straits, and postcards were supplied 
to all local officials and voluntary agencies for the purpose of notification ; 
general practitioners might with advantage be included in this scheme. The 
Women’s Voluntary Services in Cardiff organised a “Good Neighbour” 
scheme for those receiving a supplementary allowance ; the “ good neigh- 
bours” were recruited from women who could only assist at irregular 
intervals. 
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Old people were defeated not so much by any one big problem as by an 
accumulation of small ones. The importance of visiting them at home was 
well recognised, but it was not always easy to recruit visitors who understood 
their difficulties and inhibitions ; some old people resented and were 
suspicious of their visits. The number of visitors in York had declined, 
and six out of the nine visitors in Eastbourne had given up because the old 
people had apparently refused the visits. “ Ward Committees ” had been 
established in Dewsbury whose members undertook to know all old people in 
their wards. In Brighton and in Stoke-on-Trent volunteer old people were 
used, and each “ warden ” was responsible for a street or district. In 
Herefordshire, where much of the visiting was done by the British Red Cross 
Society, a declining demand was reported, thought to be due possibly to 
the successful activities of the National Assistance Board officers. The 
Cheshire Old People’s Welfare Committee kept a register of all housebound 
old people and regularly visited them. 

A “ meals on wheels ” service had been organised in many areas by 
voluntary agencies, usually with a subsidy from the Welfare Authority. It 
was generally thought .to be an important adjuvant in the care of old people 
although its value might rest more on the regular visit than on the nutritional 
aspect if provided infrequently. Such a service was usually made available 
for those confined to their homes and it was recognised that only a limited 
proportion of the elderly in an area could be served, in this way. In Newcastle, 
for example, the Women’s Voluntary Services provided 600 meals monthly 
and any old person could, in theory, receive three meals a week which were 
supplied by a municipal canteen at a subsidised cost to the recipient of Is. 8d. 
It can be seen that in this large city the service could only concern itself 
with a comparatively small number of people. The meals were provided in 
Eastbourne by the civic restaurant, and in Burnley and Sunderland by the 
school meals service. In Crewe they were distributed from a factory canteen, 
while in Wakefield the Women’s Voluntary Services themselves prepared 
the meals. There was usually a decline in demand during the summer, and 
it was not always easy to find volunteers for this work which had to be 
concentrated into a short period in the middle of the day. It was thought 
the meals were sometimes too substantial for old people, and in Buckingham- 
shire an alternative invalid menu had been suggested. One hot meal a week 
was thought to be of little value nutritionally. At Stoke-on-Trent two meals 
were served at each visit and it was intended that one of these should be 
reheated and consumed on the following day. 

The Victoria Nursing Association in Huddersfield provided a mobile 
physiotherapy service for patients at home, many of whom were elderly. In 
Macclesfield a male volunteer served as a bath attendant to old people and 
also lighted the fires in the mornings. In the East Riding members of the 
B.R.C.S. and the S.J.A.B. helped with night nursing, particularly in the 
villages. Other examples of voluntary service included libraries, entertainments, 
shopping, hair cutting, washing, mending, and distribution of sick room equip- 
ment. Holiday schemes had proved of benefit to the elderly and a relief to 
their relatives ; holidays for over 11,000 old people from Bristol had been 
arranged in 1954. 

The number of old people’s clubs had continued to multiply. Those 
clubs in which the members themselves took part in the organisation were 
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generally the most successful. The clubs were not always open daily, 
and they tended to attract the gregarious rather than the lonely. Though 
the voluntary workers emphasised the need for entertainment it was thought 
that more could be done to encourage the lonely old person who was not 
attracted to lively forms of activity. A more pronounced emphasis on 
handiwork and mental activities would enhance the value of this excellent 
development. A closer link with the local health services could also prove 
of benefit. The Councils of Social Service in Plymouth and Exeter had 
started “ boarding out ” schemes for old people and, in October 1954, a 
similar scheme commenced in Herefordshire. At first there were more 
offers of accommodation than applicants, although some proved to be either 
from those with a commercial interest or from old people themselves in need 
of care and attention. These schemes had not long been in existence at the 
time of the survey, and it was appreciated that they needed to be carefully 
organised. There were very few failures, and it seemed that the prospect of 
infirmity or illness did not deter the householder. Progress was necessarily 
slow, and it would be too early to draw conclusions. 

Night Attendants 

A few local authorities provided night attendants for old people 
particularly for those living ' alone. It was not suggested that the attendants 
should give a service for an indefinite time, but rather to alleviate temporary 
difficulties. They were thought to be necessary in the event of temporary 
illness, for patients dying alone, for patients awaiting admission to hospital, 
and to give relief at intervals to relatives. It was not always easy to administer 
the service and in Canterbury, for example, the scheme had failed because 
the attendants were not always available at short notice. In the Hyde division 
of Cheshire the scheme was limited to fourteen days and with the condition 
that a medical certificate was provided and that there were no relatives living 
in the vicinity. 

The demand had often proved less than expected. In Halifax and Stoke- 
on-Trent the schemes failed for lack of applications; in Warwickshire and 
Macclesfield there were only two applications during 1954 ; in the Bedford 
area the demand had actually declined. Lack of demand might have resulted 
from cautious publicity for Kent embarked on a publicised scheme in the 
north of the county in 1954 ; during a year’s trial period 156 applications 
were received, and 126 cases were assisted. 

In some places, for example Wakefield and Leeds, the scheme formed 
part of the domestic help service. The night attendant service in Birmingham 
was associated with the domestic help service and was often asked to assist 
old people who had refused welfare accommodation. In a Lancashire division 
the domestic helps volunteered for this work, but little demand was reported. 

The night attendant scheme might be associated with the home nursing 
service. The scheme in Hull had been administered since 1949 by the district 
Jubilee Nursing Association, and the attendants were recruited by advertise- 
ment and through the channels of the B.R.C.S. and the S.J.A.B. ; they 
received lectures and practical instruction from the Queen’s Nurses, and all 
were expected to possess a home nursing certificate. A list of night attendants 
in Bedfordshire, some of whom were retired nurses, was kept by the County 
Nursing Officer. In Eastbourne the scheme was linked with the home nursing 
service and there were always three attendants available ; 36 cases were 
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assisted in 1953, involving 228 visits by 13 attendants. It is true, of course, 
to say that in many areas the home nursing service regard a night visit to 
some of these patients as part of their normal 'Work. 

There were also schemes administered by voluntary organisations. That 
organised by the Central Aid Council in Hastings found no difficulty in 
recruiting staff i and the list of ten or twelve attendants included some with 
nursing experience. One or two voluntary organisations in Buckinghamshire 
kepf a list of those prepared to assist, and it was recommended that this service 
should be more widely spread. 

It was sometimes said that attendance throughout the night was not 
always necessary and that visits late at night and in the early morning would 
suffice A scheme to provide night orderlies was about to commence in Bath, 
some of whom would be pensioners, who would visit frail old people late 
at night and make themselves responsible for their well-being. In any of its 
varied forms a night attendant scheme was thought to he a useful adjunct 
to the domiciliary services for old people, although the demand was uncertain 
and there were administrative difficulties. It was acknowledged that a con- 
siderable amount of night attention was already being given by the domestic 
helps and the home nurses. 

Laundry Services 

Incontinence in old people might arise from physical disease, mental 
confusion or, quite commonly, from the difficulty of access to the lavatory. 

Many applications for hospital admission were solely for reasons of 
incontinence; and enquiry revealed that the cause was often related to a 
lavatory situated inconveniently up or down stairs, or even outside the build- 
ing. Incontinence sometimes developed insidiously because there was nobody 
at hand to help with a bedpan or to assist the old person to the lavatory. 
Much devoted care was given by relatives and neighbours, but when this 
condition arose the position sometimes became intolerable. An index to 
the size of the problem was suggested at Nottingham when it was found that 
21 per cent of the old people assisted by the home nursing or domestic help 
service were incontinent. 

The laundering of the soiled linen presented a serious problem. Com- 
mercial laundries were often unwilling to accept this type of business ; there 
were difficulties over collection, and many of the articles were in such a poor 
state as not to withstand frequent washings. Many local authorities and 
voluntary organisations had established schemes to meet this problem. In 
some places, for example Bristol, special laundry services were being provided 
both by the local authority and by a voluntary organisation. 

The Tunbridge Wells Old People’s Welfare Committee arranged a weekly 
collection from incontinent patients ; it sorted and marked the articles, sent 
them to a commercial laundry, and returned them later in the week to the 
patient. The Yiewsley and West Drayton Old People’s Welfare Association 
had purchased washing, ironing and drying equipment; the laundry was 
collected by volunteers, relatives and home helps and was returned two days 
later. A launderette service with four machines had been established by the 
Bristol Council of Social Service, and the articles were collected by friends 
and neighbours. 
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Sixteen metropolitan boroughs provided facilities for laundering foul linen 
and the district nursing associations had been authorised by the London County 
Council to arrange the service. AtOxford soiled linen was collected twice weekly 
and laundered at one of the old people’s Homes. In Darlington the state of 
the articles made frequent washings impossible and the Old People’s Welfare 
Committee and the W.V.S. assisted in providing bed linen. In Rotherham the 
collection, laundering and. delivery was done by home helps, who used a 
municipal washing machine ; the organiser collected, with the consent of the 
relatives, sheets supplied to old people by the National Assistance Board, and 
lent them to others in need. In Bristol the local authority lent clean sheets and 
nightgowns, and maintained a twice-weekly service for a hundred old people. 
The soiled bed linen was transported to the municipal laundry, where it was 
first disinfected and then washed. At Rochdale a store of linen, loaned to 
patients whose relatives laundered it, was kept at the district nurses’ home 
and other soiled bed linen was collected by the -district nurses and washed 
at the Birch Hill Hospital laundry. A laundry service was started at Salford 
in 1951 to assist relatives who were nursing the incontinent at home. An 
average of four cases were using it at any given time. Collections and deliveries 
were made twice weekly by the Health Department van, and. the soiled linen 
was washed at the hospital laundry. Those in receipt of a supplementary allow- 
ance could apply to the. National Assistance Board for a grant to meet the 
weekly charge of 4s. 6d. The administration difficulties included the marking 
and listing of linen and the acceptance of articles which had not been sluiced. 

In some places the need for this service appeared to be small. There 
had been a foul laundry service in Canterbury for two years, but with only 
one applicant. Little advantage was taken of it in Reading, while in York 
there was some reluctance by the old people to the collection of their linen. 

Laundry services were being provided under Sections 28 and 29 of the 
National Health Service Act if the local authority proposals were so framed 
as to include them. Some boroughs made use of Section 84 (in London, 
Section 122) of the Public Health Act, 1936. 

Chiropody 

There was constant reference to the need for chiropody. Examples were 
cited of old people becoming dependent and housebound, and ultimately 
bedfast, because of painful and deformed feet. Sheldon 19 had shown that 172 
out of 439 .persons interviewed had trouble with their feet, 26 per cent 
of the men and 45 per cent of the women. He concluded that 96 of these 
old people would derive help from chiropody. In the Sheffield survey 
Hobson and Pemberton 22 found that only about one-fifth of the sample had 
normal feet, and they suggested that 67 per cent of the men and 71 per cent 
of the women would have benefited from chiropody. 119 elderly people 
living alone, including 39 men and 80 women, were examined at the Ruther- 
glen Advisory Clinic 29 and in only eight cases were the feet considered 
satisfactory- The Advisory Clinics at St. Pancras and Salford, where chiropody 
was available, reported a large and increasing demand. 

At the time of the Survey three county councils and one county borough 
maintained a limited chiropody service ; it was also available at some hospitals 
for patients attending for treatment of other conditions. It was, however, being 
developed mainly through the voluntary organisations. A scheme was started in 
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Bristol in 1950 by the Old People’s Welfare Committee on the recommenda- 
tion of the district nurses. A clinic was open three days a week at the 
Committee’s headquarters and, on the request of the general practitioner or 
district nurse, the chiropodist attended the infirm at home. The treatment, 
which aimed at “ maintenance ” far the greatest number rather than a service 
of perfection for the few, was deliberately not limited to members of old 
peoples’ clubs. There had been a steady increase in the number of patients 
over the subsequent years, and there was evidence of restoration of housebound 
old people to complete independence. The Committee had also prepared a 
leaflet of guidance on .the maintenance of foot health. The Birmingham Council 
for Old People had organised a scheme whereby 20 per cent of the member- 
ship of each Old People’s Club could be given treatment ; selection of patients 
was made by the club leader and discretion rested with the chiropodist. A 
similar scheme existed at Oxford. The service at York, administered out of 
the Purey Cust Nursing Association Fund, provided for the treatment during 
a six-month period of 410 patients at 50 sessions ; new cases were recom- 
mended by doctors, health visitors and home nurses, and the improved mental 
outlook and greater independence of many patients was emphasised. A 
domiciliary chiropody service for those unable to attend foot clinics was 
arranged by the Chelsea Committee, and it was claimed that independence 
was restored to many patients. At the Royal Hospital, Chelsea, the care of 
the feet was an important routine procedure. 

During the Survey the National Corporation for the Care of Old People 
announced its allocation of £60,000 over the following three years for the 
development of chiropody services for old people. The money was to be distri- 
buted through voluntary organisations for developing existing schemes and 
initiating new schemes. The prevention of foot deformities, rather than their 
correction after they had become established, would obviously be the method 
of choice but experience has shown that treatment allowed many old people 
to retain their physical and mental independence longer than would otherwise 
have been expected. 

Advisory Health Clinics 

The objects of the Rutherglen Consultative Health Centre for older people 
were to promote health and prevent disease, to compile a register of old 
people living in the district, to search for early and unsuspected disease by 
the examination of older people with no symptoms and also those with minor 
ailments, to integrate treatment with social environment through after-care, 
to run an advice bureau, and to carry out research into the aging process. 

A clinic with similar aims and objects was started at Ramsgate during the 
second world war but has not continued. The St. Rancras Association for 
the Care of the Aged started a chiropody clinic at one of the Clubs. This 
was later transferred to local authority premises where it developed into an 
advisory health clinic at which deputy Medical Officer of Health attended 
once a week, interviewed the cases and made clinical examinations when 
necessary. About twelve persons attended each time and the number of the 
sessions of the Deputy Medical Officer of Health had been increased. The 
service was appreciated by the local hospitals and the general practitioners. 

Two experimental advisory clinics for the elderly were started at Salford 
in 1953. The average number attending each varied between four and five 
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per session ; they appreciated the thorough medical examination and in the 
words of one of them, “ The doctor has time to listen to you The clinics 
were publicised locally, the general practitioners were kept informed and 
there was close co-operation with the geriatric physician. The first 215 
attendances showed that the general standard of cleanliness was high, that 
46 per cent of the men and 45 per cent of the women had had a chest X-ray 
within the previous two years (a mass radiography unit had recently visited 
Salford), and that 37 per cent of the men and 49 per cent of the women were 
receiving regular medical attention. Spectacles were needed for about 12 per 
cent of both sexes and dentures for about 4 per cent. A considerable number 
of minor lesions, particularly in women, required attention. 

An advisory clinic was held once a week at the maternity and child 
welfare premises at Nottingham. The health visitors were making the clinic 
known, but the general practitioners had not yet displayed a marked interest 
in the project. The Senior Medical Officer found that most problems were 
social, although influenced by the medical condition. She also found that 
serious medical lesions were being satisfactorily treated but that minor 
complaints were often ignored. 

It was concluded that these clinics fulfilled their purpose from both a 
medico-social and a purely medical aspect and although the examinations 
took considerable time they had demonsrated the value of preventive 
measures in the promotion of health among the elderly. 



YII 

MENTAL HEALTH 

Although it was decided not to include the mental hospitals in this 
survey, the frequent reference to mental disturbance in the elderly showed 
clearly the size and complexity of this problem. At the present time one in 
twenty of all children born can be expected at some period in their lives to 
develop mental illness requiring admission to a mental hospital but the likeli- 
hood of developing mental illness increases with advancing age, so as more 
people live to become old an increasing number may need treatment either in 
mental hospitals or units especially adapted to their needs. At the beginning of 
1955 30 per cent of the residents (two-thirds of these being women) in mental 
hospitals were aged sixty-five years or over, and 20 per cent of those admitted 
were in this age group. 

The problem was one of great difficulty for there were many elderly 
patients requiring supervision, food and attention to hygiene rather than 
active treatment. There was no doubt that many aged persons were sent to 
mental hospitals who, though legally certifiable, could have been cared for 
elsewhere if the facilities had been available. After admission and treatment 
many stayed on in hospital and became long-term institutional cases who 
could have been discharged as soon as their condition warranted if accom- 
modation had been available in their own homes, in welfare accommodation 
or in the chronic sick wards of general hospitals. Welfare authorities were 
apprehensive about accepting elderly people discharged from mental hospitals, 
and there was controversy about whether they should be isolated in one 
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Home or whether a small proportion should be mixed with the other residents 
in a number of Homes. Cases transferred from hospital presented less difficulty 
than those accepted direct from home. It was thought that the staffs of 
residential homes would benefit from some training in the management of 
old people who were confused and forgetful. 

It was sometimes believed that elderly patients admitted to mental 
hospitals were retained until death, but an enquiry at six hospitals showed 
that 9 per cent were discharged in six weeks, 31 per cent in six months and 
38 per cent within a year. Furthermore, it was thought that if more resi- 
dential accommodation suitable for such patients were available in general 
hospitals and welfare accommodation the discharge rate could be much 
higher It was considered that, of the 6,739 elderly patients in the mental 
hospitals serving the London area, 952 could equally well have been tended m 
general hospitals and a further 1,920 in welfare accommodation, though after 
their long stay it might in many cases be unkind and unwise to transfer them 
even if the other accommodation was available. In 1950 a Memorandum was 
addressed to Regional Hospital Boards urging for the mentally enfeebled 
who would not benefit from specific treatment the setting up of long-stay 
annexes to which admission would be both from the general hospitals and 
the mental hospitals. It also advocated the provision of short-stay psychiatric 
units in geriatric departments to allow both physical and mental assessment. 
Immediate treatment would also be given and discharges or transfers from 
these units could be arranged. It was claimed at the Cowley Road Hospital, 
Oxford, that 1 1 per cent of the patients would need to be in mental hospitals 
if they were not being tended there. 

There was also the problem of old people living at home, either alone 
or in the care of their relatives, who were in such a state of mental confusion 
that they needed medical care and assistance. A veil of secrecy surrounded 
these households and many of these cases did not come to light until it 
was too late for them to benefit from active treatment. 

Hospitals reported that the mentally confused elderly out-patient was one 
of their major problems. The out-patient psychiatric clinic at Langthorne 
Hospital, Leyton, was supported toy a ward unit of 80 beds. About half of 
the patients referred to the clinic belonged to the senile or pre-senile dementia 
group. In the wards, where the average length of stay was ten weeks, half of 
the patients were classified as long-stay, emphasis was laid on sedation and 
occupational therapy rather than on active treatment. This unit, to which 
some patients were regularly re-admitted for six-week periods, lightened 
the burden on the mental hospitals and gave the relatives welcome relief. At 
hospitals in West Hartlepool, Brighton and Eastbourne with geriatric units 
there were also mental observation beds, and a satisfactory co-operation 
existed between the geriatric physician and the psychiatrist. Tooting Bee 
Hospital, by reason of a special Act of Parliament, iwas able to admit 
mentally confused persons over the age of seventy on the receipt of the 
general practitioner’s recommendation supported by the Medical 
Superintendent. 

There appeared to be a lack of co-ordination between the various services 
concerned with such patients. On occasions the mental hospitals were said to 
discharge patients without informing either the local authority or the general 
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practitioner but even when these were informed no action might be taken 
and ^patient suffer early relapse and require readmission. Conversely, 
patientf were sometimes admitted to mental ^spitals without 
of home conditions and without the knowledge of the load authority 
organised service could do much to relieve the burden on the mental hospital 
STiduded in-patient provision for mentally disturbed as well as the 
physicaUy ill at the geriatric unit, supported by the domiciliary ^nsultative 
services of the geriatric unit and the welfare and domiciliary services of the 
local authorities. 



VIII 

LIAISON 

T h E R E was frequent reference to the absence of co-ordination of the services 
and to the lack of co-operation between them. The problem was rarely 
appreciated as a whole. Individually the services in an area might be well 
developed, but only too often they existed in isolation instead of assisting 
and supporting each other. Many hospitals seemed quite unaware of the other 
to old people, and unapprmative of them vtdue In some 
geriatric units there was a tendency to regard the hospital as the 
folution of the problem and to under-rate both the value and the work ttone 
by local authorities and the difficulties facing them. To give a small 
example:— there were complaints that some units discharged patients home 
just before the weekend, unaware that the domiciliary services were scar 
at this time ; yet the provision of supporting services for these first few days 
was often vital. 

A review of the reports left the impression that the liaison betw^n the 
general and the mental hospitals was often poor, and that co-operation between 
the hospitals. Medical Officers of Healffi and general practr lionets was not 
usually satisfactory. Even the liaison between the health and the wdfare 
department of a local authority, where they wer ® f Pff ate ' 
inadequate. In a few places the hospital and the local health authority aPP^t? 
to ignore each other’s existence. Co-operation between the various authorities 
at officer level was usually stated to be cordial and satisfactory, but the results 
ffid not a ways confirm this belief. It was sometimes reported that a Liaison 
SST, Consultative Committee had been established ; in some pkces 
STSm effective while in others it met infrequently and seemed to show little 
interest. 

It was sometimes maintained that hospitals discharged the elderly patients 
too early and did not appreciate the difficulties they would, face on return to 
independent life. Some would need help from the domiciliary services but 
the Medical Officer of Health might not be warned of the ^^nnminent tocha^e 
of the patient and .the general practitioner might be notified only some time 
2ter dSharge had occurred. I one large town “patients are near y always 
discharged without investigation of home conditions, aslona ^ 

.people are sent home to an empty house . In one county the .^domestic 
tending to discharge patients earlier than usual with the proviso that d ° m 
help will be provided,' without consulting either the health department or t 
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household There are examples of help being provided when this has not been 
necessary, or again, help has bee® necessary hut not provided because of 
failure ok the part of the hospital to co-operate”. The general practitioner 
was often unwilling to make use of the help offered by the health visitor, and 
the latter sometimes criticised the hospital almoner for her intrusion into the 
home. 



The existence and activities of a long established Old People s Welfare 
Committee in one County Borough were unknown to the Medical Officer of 
Health • yet some Medical Officers of Health encouraged their health visitors 
to attend the meetings of such Committees. It was frequently asserted that a 
separation of the health and welfare departments had not always worked to 
the advantage of either department or of the old -people. Health and weffare 
were not divisible and the suggestion was often made that where the Medical 
Officer of Health was the chief officer of both departments the results were 
usually better; nevertheless there were definite exceptions to this belief 
even among Medical Officers of Health and it must be concluded that the 
personalities of those involved were often deciding factors. 

In two hospital groups, each with three hospitals providing chronic sick 
beds the hospitals themselves worked in complete isolation from each other 
and kept separate waiting lists. There were another two hospitals in adjoining 
groups in south east London, each with a geriatric unit ; in one there was 
no waiting list while in the other the size of the list was such that the geriatric 
physician experienced great difficulty in admitting the less urgent cases in 
need of treatment ; yet no effective means had been devised of sharing the 



In Gateshead, Harrogate, Preston and in part of the North Riding, health 
visitors assisted the hospitals by visiting the homes of patients for whom 
admission had been sought. The Medical Officer of Health for a part of 
Worcestershire assessed priorities for the Mid-Worcestershire H.M.C. The 
general practitioners in Lichfield applied to the Medical Officer of Health 
for his assessment of the social grounds for hospital admission of the patient 
and he, if admission was not obtained, arranged or strengthened the 
domicilary services. The Medical Officer of Health in nearby Walsall offered 
similar co-operation but each year had only received notice of two or three 
cases. A district welfare offioer at York made the social assessment and 
visited patients in hospital prior to discharge ; health visitors visited those 
on the hospital waiting list. , 

The general practitioners complained that the hospitals did not always 
notify them of -the discharge of their patients ; yet there was some attempt 
at co-operation for the hospital at Bolton made a point of informing the 
Medical Officer of Health of patients discharged and of the help probably 
needed. 



In Bradford, and in the Altringham division of Cheshire health visitors 
were instructed to visit the patients as soon as possible after discharge from 
hospital. The County Medical Officer of the East Riding was willing to 
provide a similar service but had received very few requests ; -the County 
Welfare Officer, however, sometimes helped the hospital authorities by 
arranging for the aged patients’ homes to be ready for them on discharge 
from hospital or for their relatives to be ready to receive them.. Co-operation, 
between the different officials seemed better established in north eastern 
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England. The consultant physician in West Hartlepool visited with the wel- 
fare officer patients for whose responsibility there was some doubt ; in 
Middlesbrough he visited the welfare homes at the request of the Welfare 
Officer, and at Sunderland he was a valued member of the Old People’s 
Welfare Committee. 

A regular conference was held in some places between the officials 
most closely concerned. The monthly conference arranged by the geriatric 
physician in Leeds was attended by the almoner and the welfare services 
officer. The monthly case conference at the Fir V ale Hospital, Sheffield, was 
convened by the physician, and was attended by the ward sisters and by 
representatives of the health and welfare departments of the local authority, 
in order to consider individual cases in hospital, in welfare accommodation, 
and in their own homes. It established effective co-operation between the 
statutory services and aimed to ensure that the patients would receive the 
attention most suitable for their needs. 

The geriatric physician at Barnet had effected good liaison with the 
county health and welfare departments and with the mental hospital, and 
much of the success of the geriatric unit in Greenwich was due to the 
good co-operation at officer level. The assistant physician at Tredegar, in 
Monmouthshire, devoted two sessions a month to the local authority prob- 
lems, and an assistant County Medical Officer gave a third of his time to 
these matters ; the County Council also provided a mobile physiotherapy 
van, with qualified staff, to treat the housebound. In the Neale-Kent Hos- 
pital, Barry, the Medical Officer of Health had clinical responsibility for 
the chronic sick patients. Good co-ordination existed in Birmingham where 
the domiciliary visiting scheme was started in 1949. Details of this scheme 
have been given before but, as an example of good liaison, are worthy of 
repetition. After a medical and social assessment by the hospital doctor the 
general practitioner was informed about priorities and details were also 
sent to the health department of these needing assistance at home. In 
addition the health department was furnished monthly with a copy of the 
waiting list, and its special health visitors supervised these cases and 
informed the hospital of any changes. The Medical Officer of Health of 
Smethwick, where the liaison was considered to be good, was also the Chief 
Welfare Officer ; he was not given details of the hospital waiting list hut 
was consulted by the geriatric physician in Birmingham about patients 
recommended for discharge home or* to welfare accommodation, and he 
always visited the latter in hospital. In the same town liaison was also good 
with the general practitioners who gladly availed themselves of the help of 
the health visitors, home helps and district nurses. In the west Manchester 
group the physician regularly met the health visitors of that Lancashire 
division to discuss the progress of individual patients in the geriatric unit. 

There were many examples of imaginative and effective co-operation 
between individuals and between branches of the service concerned with 
the care of old people, but there were more instances where this was 
singularly lacking. Where there was good co-ordination the results were 
usually better, and there was less risk of an old person being found in dis- 
tressing circumstances about whom nothing had been previously known. 
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IX 

CONCLUSIONS 

This Survey, carried out in the years 1954-55, was the first attempt on a 
national basis 'to assess the quality of the services available to old people 
and to draw conclusions from this assessment. It is realised that changes and 
developments have taken place both during and since the survey, and 
that the facts given in this report will not necessarily be correct now. The 
Survey included all hospital groups with chronic sick .beds, the general 
practitioner service, the relevant health and welfare services of the local 
authorities • it gave regard to the work of the voluntary services. It did not 
include except indirectly, the mental health services although some statistics 
were obtained and visits were paid to a few mental hospitals. This report 
cannot therefore be regarded as a completely comprehensive statement on 
the care of the elderly, it is an account based on the reports of surveying 
teams. 

The number of beds for the chronic sick in England and Wales is 
thought to be about sufficient in total if they are properly used and better 
distributed. Their efficient use depends on the strength of the rehabilitation 
services, the sufficiency of welfare accommodation for the infirm, and the 
adequacy of the local health authority services and of the voluntary services. 
It is recognised that the “ early case ” could not always be admitted easily 
because of the relentless pressure of the “ urgent case ” ; the former requires 
less lengthy treatment and rehabilitation and the benefits of hospital admis- 
sion are more evident, but the medical or medical-cum-social chronic emer- 
gency in the district must always claim high priority. 

The number of beds in each local area is not always sufficient and they 
are sometimes badly distributed. There may need to be a redistribution 
of beds within a hospital group to meet local needs, and an appreciation 
by hospital boards of the significance of those areas with a relatively large 
proportion of older people in the population. 

Approximately 4,500 patients in chronic sick wards were considered no 
longer to need hospital care and treatment. Some of these could have returned 
home if accommodation were available and their relatives were willing to 
accept them, but many were very frail and needed considerable assistance 
with dressing, feeding and toilet. The majority would be suitable for welfare 
accommodation only if more staff were available and more ground floor 
accommodation, or its equivalent, provided. 

The hospital waiting list rarely indicates the real demand. Its validity 
can be assessed only by domiciliary visits, which take into account social 
as well as medical factors. Domiciliary visits have also other advantages. 

Bed turnover and occupancy figures do not necessarily give a true picture 
of the efficient use of beds. A high turnover rate may result from a high 
death rate or from the practice of early discharge and frequent re-admissions. 
Bed occupancy statistics are affected by factors outside the control of the 
clinician. 

Much of the chronic sick accommodation is in buildings remote from 
the other hospital services. A great deal has been done to improve the 
appearance of the wards but the lack of modern ward equipment and 
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amenities handicaps rehabilitation and renders the recruitment of nurses 
more difficult. 

Redecoration alone, in cheerful and pleasing colours, aids recovery. 
The importance of good natural and artificial lighting needs to be recognised. 
Day rooms are desirable even at the expense of ward space, and there 
should be easy access to the other hospital diagnostic and treatment facilities. 

The demand for hospital beds for the chronic sick may well expand in 
the future. The number of elderly persons will increase ; the average age 
of admission to hospital may become higher, and thus the length of stay 
longer. There may be diminishing assistance from relatives and neighbours. 
More elderly people will live in specially designed dwellings, either alone 
or with a spouse, and so may lose the immediate help of their relatives. 
Finally, in spite of the benefits of the National Insurance scheme it is 
possible that a greater proportion of old people will, because of dwindling 
savings, be thrown on the resources of the statutory services. 

The establishment of “Half-way Houses” and “Rest Homes” really 
means the provision of extra beds, largely for the relief of the hospital service. 
Their value when attached to a geriatric unit lies in the recognition of the 
fact that the final stages of clinical rehabilitation and social adjustment prior 
to discharge do not always need the full services of a hospital, and the 
hospital beds thus released can be used for more urgent cases. 

It is undesirable to admit elderly sick direct to long-stay annexes although, 
in rural areas where the distances are great, it may be necessary in the first 
instance to admit the patient to a hospital near his home, but transfer later 
to a better equipped general hospital may be necessary. 

The provision of short-stay accommodation in hospital during the summer 
months in order to give relief to relatives is of value both to the patients 
and to the relatives. 

It would be premature to embark on long-term plans for additional 
hospital accommodation for the chronic sick until greater experience has 
been gained of the benefits of modem geriatric treatment. In most places 
where a geriatric unit exists the results are good, but they are nullified to 
a large extent in areas where there is inability to discharge patients who are 
no longer in need of hospital treatment. 

The appointment of a geriatric physician for the chronic sick patients is 
often more successful than that of a general physician with a dual respon- 
sibility in the acute and in the chronic wards. 

Geriatrics is not a speciality demanding clinical knowledge denied to 
other hospital staff. The geriatric physician should be a good general physician 
with a knowledge of the mental confusional states and with an appreciation 
both of the sociological factors influencing illness in the aged and of the 
other statutory and voluntary services. 

The geriatric physician should be allocated sufficient junior medical staff, 
and should have sufficient time to allow him to act as consultant to associated 
hospitals in his own or adjoining groups and to establish closer co-ordination 
with the other services. Because of the dependence of the hospital, welfare 
and domiciliary services on each other it is desirable that the advice of the 
geriatric physician should be easily available to the welfare officer and the 
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Medical Officer of Health. The purpose of the geriatric unit is to provide 
skilled medical and nursing attention for the chronic sick patient who needs 
more individual attention because of his age than would normally be expected 
in the general wards of the hospital. 

The problems confronting the physician in the chronic siek wards are 
essentially different from those in the other parts of the hospital. The speed 
with which the patients in the chronic sick wards can be restored to health, 
however active the treatment provided for them, is slower than that for 
younger patients, and it is doubtful whether the tempo of a busy medical 
ward could provide the most effective environment for their recovery. It 
is possible that general physicians, because the problems are often as much 
social as medical, would not have the opportunity to acquire the necessary 
special experience to deal with them. Not only must the disease in old 
people which warrants hospital admission be cured but there are special 
problems in restoring the patient to a degree of mental and physical inde- 
pendence which will allow him to return home. 

An increasing number of patients in the general wards of hospitals are 
elderly and the decision whether or not to establish a separate .geriatric 
service must depend on the extent to which the existing hospital services are 
meeting the problem. Geriatrics is practised in geriatric units and in the 
general wards of hospitals ; local circumstances will influence the decision. 
In some places the appointment of a general physician to the part-time 
supervision of this service will be found successful ; in other places, particu- 
larly where heavily populated, it may prove more successful to appoint a 
geriatric physician. 

The creation of a geriatric unit is not the sole answer to the problems 
of the elderly sick and infirm in the area ; it .will make a valuable contribution 
to one aspect of the problem, but its success will be influenced by the 
adequacy of the other services. 

The creation of geriatric units will entail the appointment of physicians 
with the necessary clinical experience and with a clear understanding of the 
social problems influencing the health of the elderly patient. The present 
number of registrar appointments in existing geriatric units does not appear 
to meet the demand for senior appointments. 

The physiotherapy services play an important part in geriatric rehabilita- 
tion and should be made available in the wards and in the physiotherapy 
departments as generously as possible. 

An experienced social worker should be attached to each geriatric unit 
in view of the important sociological factors peculiar to this branch of 
medicine. 

Hospital out-patient clinics for the elderly are of value in the follow-up 
of discharged patients. It is possible that special out-patient clinics for patients 
awaiting admission to the chronic sick wards could also prove of value in order 
that deterioration in the interim period could be arrested and treatment 
initiated. 

It is too early to pass judgment on the merits of “ day hospitals ” because 
few exist, and these are of widely differing character. It may well be that the 
non-residential club, if it can attract this type of person, would produce results 
not dissimilar. 
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The key to the problems stemming from an aging population lies with 
the preventive and domiciliary services ; the extension of communal accom- 
modation, as the only measure, will not prove a solution. The difficulty con- 
fronting the local authorities is that of manpower, and here lies the valuable 
contribution that can be made by the voluntary services. 

The health visitor has a valuable part to play in the domiciliary services 
concerned with old people. She could assess need and could give advice both 
to the elderly and to their younger relatives. She could establish closer 
co-operation with the general practitioners and with the hospitals. It would 
not be possible or necessary for her to visit all old people in her district, 
but rather the infirm. 

Much of the work of the home nurses for old people could be done by 
those with assistant nurse training ; the state registered nurses would then 
be released for more responsible duties. There should be closer liaison between 
the home nurse, the general practitioner and the hospital. 

The domestic help scheme is of considerable value. It needs to attract more 
recruits and in exceptional cases their services should be extended to periods 
outside normal working hours. 

More attention should be paid to the provision of gadgets in the home to 
allow old people to retain their independence as long as possible. 

The visiting service of the voluntary societies is of great importance and 
could well be extended more widely. 

A night attendant service in a limited number of cases can prove of value. 

The home laundry services are difficult to organise but they can be of 
great assistance to the limited number requiring them. 

Non-residential clubs tend to cater for the gregarious rather than the 
isolated. More should be done to attract those who are lonely and those who 
seek intellectual stimulation and handicrafts. There could with advantage be 
a close link with the staffs of the health departments. 

Boarding out schemes are still in an experimental stage, but it is likely 
that they will prove of benefit to older people themselves and will relieve the 
burden on hospitals and welfare homes. 

Chiropody is available in some hospitals and in some local authority 
clinics for old people. It is provided mainly through voluntary organisations. 
There is alleged to be an increasing demand for this service and it is probable 
that its development would indirectly relieve the strain on other services. 

Advisory health clinics provided by some local authorities have demon- 
strated the social and medical conditions which exist and which can be 
rectified without recourse to the hospital services. To be successful they need 
to have the support of the general practitioners. Although the development 
of such clinics will naturally be slow they are worthy of encouragement. 

More ground floor accommodation or its equivalent is needed in welfare 
homes and more staff, including night staff and those with some nurse training, 
in order to meet the increasing demands of the very infirm. The home nursing 
service could also play a bigger part in these homes. Joint user accommoda- 
tion, because of the type of staff available and because of the ease of transfer 
of patients, may have certain advantages, particularly in rural areas. A small 
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number of beds could with advantage be reserved in each home for the 
reception of short stay cases ; this measure would encourage relatives to 
continue to help at home longer, and thus might in the long run lessen the 
strain on welfare accommodation. 

The advantages of small single dwellings with a supervisory warden service 
are apparent. The successful conversion schemes of large houses, with warden 
supervision, are noted. 

There is a need for the earlier detection of mental illness in old people 
and the development of preventive services. Short stay and long stay 
psychiatric units should be attached to the general hospital with chronic 
sick beds rather than to the mental hospital, and a closer link should be 
forged between the geriatric physician and the psychiatrist. 

The home care of the aged would be impossible without the generaii 
practitioner, and his contribution is vitally important. He knows the habits 
and needs of his elderly patients, and is in the best position to detect the 
earliest signs of decline and to take prompt action to arrest them. He should 
be kept informed of all the available services for the elderly, and should 
be enabled to make full use of these local facilities when they are needed. 
In assessing the social needs of his elderly patients he will usually find the 
assistance of the health visitors invaluable. 

There should be much more effective liaison between the services con- 
cerned with old people. The hospital, local authority and general practitioner 
services are interdependent and a better co-ordination between the various 
interests would be to the advantage of the old people and could prove more 
efficient. 

It is likely that in the future old people will need an increasing proportion 
of the statutory services ; the difficulty will be not only one of finance but 
also one of manpower. At present there is a certain amount of overlapping of 
the different interests and it would be of great assistance if every major 
local authority could publish a brochure giving details of all the services 
and facilities available to old people ; this would impress on them, and their 
relatives and neighbours, that there was one focal point in every place to 
which they could turn should assistance 'be needed or advice required. 



55 



Printed image digitised by the University of Southampton Library Digitisation Unit 




Printed image digitised by the University of Southampton Library Digitisation Unit 



APPENDIX 

NATIONAL STATISTICS 



1. In the compilation of these statistics some infor- 
mation was obtained from the General Register Office, 
from the S.H.3 forms for 1953 and the L.H.S. forms 
for 1954. Most of the remaining facts were elicited by 
the surveying teams over a period of eighteen months. 

2. Blank spaces indicate lack of sufficient informa- 
tion. 

3. The work for the elderly of the health visitors 
is not included because of the lack of statistical 
information. 

4. The local authority statistics relate to those 
Hospital Board Regions in which the local authorities 
are. They may not always be completely accurate as it 
is only possible to allocate approximately the figures for 
those counties which are split between two or three 
Regional Hospital Boards. 
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Local Authority Statistics 
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ERRATUM 

Page 16, para. 2, line 2 

For “ eight ” read “ three or four ” 
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